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WHILE YOU'RE BUSY
TAKING CARE OF PATIENTS,

WHO TAKES CARE OF YOU?

WE DO.

Louisiana Medical Mutual Insurance Company
(LAMMICO)

is proud to announce the formation of

Louisiana Physicians Insurance Agency, Inc.

A wholly owned subsidiary of LAMMICO

to more fully address the insurance needs of Louisiana physicians.

Products and services which are offered include:

• Office Package

Premise Liability

Building and Contents

• Workers Compensation

• Homeowners

• Personal Automobile

• Motorcycles

• Umbrella

• Term, Whole or Universal Life

• Accident and Health

• Individual financial consulting and

estate planning

In providing the above at competitive rates, The Agency represents only the most reputable

companies. Furthermore, The Agency's policies and programs have been developed with a

view to meeting the particular requirements of physicians and their employees.

For additional information, please contact

Louisiana Physicians

Insurance Agency, INC.

A Wholly Owned Subsidiary of LAMMICO

• 433 Metairie Road, Suite 602 •

• Metairie, Louisiana 70005 •

• (504) 837-3257 • 1-800-331-5777 •
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INFORMATION FOR AUTHORS
MANUSCRIPTS should be of a reasonable length

and double spaced on firm white paper 8V2 x 1

1

inches with adequate margins. This applies to all

text elements: references, legends, footnotes, etc.

Single spaced manuscripts and photo copies will

not be considered. The original and one duplicate

should be submitted. Manuscripts are received

with the explicit understanding that they are not

simultaneously being considered by any other pub-

lication. Accepted manuscripts become property of

THE JOURNAL and may not be published else-

where without permission from the author and THE
JOURNAL. Manuscripts are subject to copy edit-

ing.

TITLE PAGE should carry (1 ) the title of the article,

which should be concise but informative; (2) first

name, middle initial, and last name of each author,

with highest academic degree(s); (3) name and

address of author to whom requests for reprints

should be addressed, or statement that reprints will

not be available from the author.

ABSTRACT should be the second page consisting of

no more than 1 50 words. The abstract should be a

factual (not descriptive) summary of the work and

should contain: 1) a brief statement of the paper's

purpose, 2) the approach used, 3) the material stud-

ied, and 4) the results obtained. Emphasize new
and important aspects of the study or observations.

KEY WORDS should follow the abstract and be

identified as such. Provide three to J 0 key words or

short phrases that will assist indexers in cross-

indexing your article. Use terms from the Medical

Subject Headings list from Index Medicus when
possible.

SUBHEADS should be used to provide guidance for

the reader. This format is flexible but the subheads

would ordinarily include: Methods and Materials,

Case Reports, and Discussion.

REFERENCES must be limited to a reasonable num-
ber. They will be critically examined at the time of

review and must be kept to a minimum. Personal

communications and unpublished data should not

be included. The following form can be followed:

Journals

(1) Authors: Use the surname followed by initials

without punctuation. The names of all authors

should be given unless there are more than three, in

which case the names of the first three authors are

used, followed by "et al." (2) Title of article. Capi-

talize only the first letter of the first word. (3) Name
of journal. Abbreviated according to Index Medi-

cus. (4) Year of publication; (5) Volume number: (6)

Inclusive page numbers.

Books

(1) Author, (2) Title, (3) Place of publication, (4)

Publisher, (5) Year of publication.

All references must be cited in the text and the list

should be arranged in order of citation, and not

alphabetically.

ILLUSTRATIONS consist of material which cannot

be set in type. Photographic material should be

submitted as high contrast, glossy prints. Omit illus-

trations which do not increase understanding of

text. Composite figures and figures labeled A, B, C,

etc. cannot be reproduced adequately in column

width without loss of detail; therefore, each seg-

ment must be considered a separate illustration.

Illustrations must be limited to a reasonable num-
ber. Four illustrations should be adequate for a

manuscript of 4 to 5 typed pages. Legends should

be typed on a separate sheet of paper. The follow-

ing information should be typed on a gumed label

and affixed to the back of each illustration: figure

number, title of manuscript, name of senior author,

and arrow indicating top.

TABLES should be self-explanatory and should sup-

plement, not duplicate, the text. Number tables

consecutively and supply a brief title for each. Each

should be typed on a separate sheet of paper.

REPRINT ORDERS will accompany galley proofs

which are sent for author's corrections.
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OFFICIAL
CALL

For the 1987 House of Delegates March 13-15, 1987

IN ACCORDANCE WITH the constitution and bylaws of the Louisiana State Medical Society, the House of Delegates is being

called into annual session at 9 am, Friday, March 1 3, 1 986 at the Clarion Hotel in New Orleans, Louisiana. The House will consider

such business as presented and required of its annual session. The House will be called to order in the usual manner and remain

in session until its duties are complete.

The delegation representation of the component societies in the House for the 1987 Annual Meeting is as follows:

Acadia 2 East Baton Rouge 26 Natchitoches 1 St. Mary 2

Allen 1 East & West Feliciana 1 North Central 2 St. Tammany 6

Ascension 1 Evangeline 2 Orleans 62 Shreveport 23

Assumption 1 Franklin 1 Ouachita 11 Tangipahoa 3

Avoyelies 1 Iberia 3 Pointe Coupee 1 Terrebonne 4

Beauregard 1 Iberville 1 Rapides 9 Tri-Parish 1

Bossier 2 Jefferson 21 River Parishes 2 Vermillion 2

Calcasieu 10 Jefferson Davis 1 Sabine 1 Vernon 1

Catahoula-Ccncordia 1 Lafayette 12 St. Bernard 2 Washington 2

Claiborne 1 Lafourche 3 St. Landry 4 Webster 1

DeSoto 1 Morehouse 1 St. Martin 1

The current general officers, delegates to the AMA, past presidents, past speakers of the House, Journal editor, emeritus officers,

district societies and one representative from each medical school are also members of the House of Delegates. The Medical

Student Section is entitled to one delegate and one alternate delegate in a nonvoting capacity.

Total Delegates

Component societies 230 Delegates and alternate delegates to the AMA 10

Medical schools 3 General officers, past presidents, past speakers of the House,

Medical Student Section 1 Journal editor and emeritus officers 34

District societies 10 Total Delegates 288

REGISTRATION facilites will be maintained in the Clarion Hotel for delegates, alternate delegates, officers, executives of the com-

ponent medical societies and invited guests. Registration hours will be as follows:

Thursday, March 12 1 - 5pm Saturday, March 14 8am - 5pm
Friday, March 13 8am - 5pm Sunday, March 15 8am - noon

ANNUAL
MEETING
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LOUISIANA STATE MEDICAL SOCIETY

General Officers

Jack T. Cappel, Jr, MD President

James W. Vildibill, Jr, MD President-Elect

Robert G. Miller, MD .... Immediate Past President

Paul B. Lansing, MD First Vice President

James R. Bergeron, MD .... Second Vice President

Elmo J. LaBorde, MD Third Vice President

Adolph A. Flores, Jr, MD Secretary-Treasurer

Daniel H. Johnson, Jr, MD Speaker,

House of Delegates

Samuel A. Leonard, MD Vice Speaker,

House of Delegates

Wallace H. Dunlap, MD Chairman

Council on Legislation

A.G. Kleinschmidt, Jr, MD Alternate Delegate

Robert L. diBenedetto, MD Alternate Delegate

Broox C. Garrett, MD Alternate Delegate

Conway S. Magee, MD Alternate Delegate

A. Jay Binder, MD Alternate Delegate

Ralph H. Riggs, MD Delegate Emeritus

Past Speakers, House of Delgates

Humphrey A. Hardy, Jr, MD
Charles B. Odom, MD
Maurice E. St. Martin, MD
Eugene F. Worthen, MD

Councilors

Ronald J. French, MD District One
Frank J. George, MD District Two
Philip A. Robichaux, Jr, MD District Three

Milton C. Chapman, MD District Four

John Charles Cooksey, MD District Five

Charles D. Belleau, MD District Six

Donald R. Blocker, MD District Seven

Bernard L. Kaplan, MD District Eight

Emile K. Ventre, Jr, MD District Nine

Stanford A. Owen, MD District Ten

AMA Delegation

W. Charles Miller, MD Chairman

Gordon W. Peek, MD Delegate

Daniel H. Johnson, Jr, MD Delegate

Donald J. Palmisano, MD Delegate

Eugene F. Worthen, MD Delegate

Past Presidents, Advisory Board to House of Delegates

Cuthbert J. Brown, MD 1961-62

Ralph H. Riggs, MD 1962-63

Charles B. Odom 1965-66

Joseph A. Sabatier, Jr, MD 1966-67

Filmore P. Bordelon, Jr, MD 1968-69

W. Charles Miller, MD 1970-71

Edward M. Harrell, MD 1971-72

Eugene C. St. Martin, MD 1972-73

James H. Stewart, MD 1973-74

Humphrey H. Hardy, Jr, MD 1974-75

F. Michael Smith, Jr, MD 1975-76

Arthur G. Kleinschmidt, Jr, MD 1977-78

Broox C. Garrett, MD 1978-79

David M. Carlton, MD 1979-80

Gerald R. LaNasa, MD 1980-81

Robert L. diBenedetto, MD 1981-82

Eugene F. Worthen, MD 1982-83

Sam L. Gill, MD 1983-84

Donald J. Palmisano, MD 1984-85

Robert G. Miller, MD 1985-86
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Hundreds of

careful

physicians

nave selected

MDX medical
data software.

Find out why.

Physicians who have thoroughly investigated

their choices are selecting MDX— and

detecting bottom-line benefits.

Benefits like improved cash flow. Real control

over patient billing. Word processing that

delivers yourmessage. Concise reports.

Meaningful medical records. And more.

Because MDX runs on UNIX and XENIX
operating systems, multiple users can perform

multiple tasks simultaneously. And that

means increased productivity. A single user

PC/MS-DOS version is available for IBM
PC/XT and compatibles.

[ALtXft) -fcsPERSY

Call us for more information on MDX— and on

hardware that's right for your office.

Electronic Claims

Submission Available

COMPUTER SPECIALTIES, INC.— Systems Division—
2209 Lapalco Blvd. • Harvey, LA 70058

(504) 362-3649 Serving the Metro New Orleans

area and South Louisiana.

FAMILY PRACTICE OPPORTUNITY

Allen Parish Hospital / Kinder, Louisiana

Located in southwest Louisiana 30 miles northeast of Lake Charles

Ideal rural practice setting

Benefit package negotiable

Contact:

Physician Search Committee

Joseph R. Darbonne, Chairman

(318)738-2527
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NEW MEMBERS

Applications for membership have been received from the follow-

ing physicians by the respective parish medical societies as of Oc-

tober 6, 1986. The Louisiana State Medical Society is pleased to

welcome:

Ascension

Isreal B. Coutin, MD, PO Box 579, Gonzales 70707. Dr. Coutin

received his medical degree from George Washington University

in 1985. He specializes in family medicine.

Jefferson

Aida L. Blasini, MD, 5248 Forest Park Lane, New Orleans 70114.

Dr. Blasini received her medical degree from the University of

Puerto Rico in 1983. She specializes in internal medicine.

John B. Cazale, MD, 4204 Teuton Street, Metairie 70006. Dr. Cazale

received his medical degree from Lousiana State University in New
Orleans in 1973. He specializes in orthopedic surgery.

Bradley T. Collins, MD, 535-A Orion Street, Metairie 70005. Dr.

Collins received his medical degree from Louisiana State University

in New Orleans in 1983. He specializes in internal medicine.

Owen B. Leftwich, MD, 3715 Williams Blvd., New Orleans 70121.

Dr. Leftwich received his medical degree from Louisiana State Uni-

versity in New Orleans in 1980. He specializes in ophthalmology.

Carlos A. Sirven, MD, 515 Westbank Expressway, Gretna 70053.

Dr. Sirven received his medical degree from Louisiana State Uni-

versity in New Orleans in 1981. He specializes in obstetrics and

gynecology.

Joseph F. Uddo Jr, MD, 3106 Houma Blvd., Metairie 70006. Dr.

Uddo received his medical degree from Louisiana State University

in New Orleans in 1981. He specializes in general surgery.

Lafayette

Thomas E. Whigham, MD, 4212 West Congress, Lafayette 70506.

Dr. Whigham received his medical degree from the University of

Texas in Galveston in 1979. He specializes in internal medicine.

Lafourche

Andrew H. Hoffmann III, MD, 1101 Audobon Ave., Thibodaux

70301. Dr. Hoffmann received his medical degree from Louisiana

State University in New Orleans in 1982. He specializes in pa-

thology.

Wayne J. Pharo, MD, 1253 Canal Blvd., Thibodaux 70301. Dr.

Pharo received his medical degree from Louisiana State University

in New Orleans in 1981. He specializes in cardiology.

Orleans

Deborah A. Abernathy, MD, 1430 Tulane Ave., New Orleans 70112.

Dr. Abernathy received her medical degree from Louisiana State

University in New Orleans in 1978. She specializes in hematology.

Paul W. Brown, MD, 3712 McArthur Blvd., New Orleans 70114.

Dr. Brown received his medical degree from Tulane in 1980. He
specializes in internal medicine.

Phillip A. Cole, MD, 3700 St. Charles Ave., New Orleans 70115.

Dr. Cole received his medical degree from the University of Mis-

sissippi in 1967. He specializes in cardiology.

Carolyn B. Daul, MD, 1416 Marengo St., New Orleans 70115. Dr.

Daul received her medical degree from Tulane in 1979. She spe-

cializes in allergy.

George W. Howard, MD, 3712 MacArthur Blvd., Suite 205, New
Orleans 70114. Dr. Howard received his medical degree from Tu-

lane in 1981. He specializes in internal medicine.

Samuel W. Parry II, MD, 1430 Tulane Ave., New Orleans 70112.

Dr. Parry received his medical degree from Tulane in 1975. He
specializes in hand surgery.

Roberto E. Quintal-Aviles, MD, 1401 Foucher, New Orleans 70115.

Dr. Quintal-Aviles received his medical degree from Tulane in 1974.

He specializes in cardiology.

Charles Rene, MD, 2536 Tulane Ave., New Orleans 70119. Dr.

Rene received his medical degree from the University of Haiti in

1975. He specializes in obstetrics and gynecology.

Richard E. Selser Jr, MD, 1514 Jefferson Highway, New Orleans

70121. Dr. Selser received his medical degree from Louisiana State

University in New Orleans in 1981. He specializes in ophthalmol-

ogy-

Rashid J. Tamimie, MD, 914 Union Street, New Orleans 70112.

Dr. Tamimie received his medical degree from Southern Illinois

University in 1979. He specializes in occupational medicine.

Judith J. Temple, MD, 1430 Tulane Ave., New Orleans 70112. Dr.

Temple received her medical degree from Tulane in 1979. She spe-

cializes in internal medicine.

Jose L. Zamora, MD, 1514 Jefferson Hwy., New Orleans 70121.

Dr. Zamora received his medical degree from the University of

Chihoahoa in Mexico in 1975. He specializes in cardiovacsular sur-

gery.

Gerald M. Robertson, MD, 3418 Medical Park Drive, Monroe 71203.

Dr. Robertson received his medical degree from the University of

Mississippi in 1968. He specializes in psychiatry.
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Iharles C. Sledge, MD, 506 Broadway, Delhi 71232. Dr. Sledge

•eceived his medical degree from the University of Mississippi in

1983. He specializes in family medicine.

Harvey C. Thrower, MD, 3421 Medical Park Drive, Monroe 71211.

Dr. Thrower received his medical degree from the University of

Alabama in Birmingham in 1974. He specializes in diagnostic ra-

diology.

(oseph A. Wapenski, MD, 3510 Medical Park Drive, Monroe 71203.

Dr. Wapenski received his medical degree from Ohio State Uni-

versity in 1978. He specializes in psychiatry.

St. Bernard

Marcia B. Davila, MD, 800 Virtue St., Suite 111, Chalmette 70043.

Dr. Davila received her medical degree from Tulane in 1980. She

specializes in internal medicine.

ifl Shreveport

iLeonard V. Mastrodomenico, MD, 1910 Warrington Place, Shreve-

oort 71101. Dr. Mastrodomenico received his medical degree from

Mew Jersey Medical School in 1980. He specializes in diagnostic

radiology.

fohn A. Mata, MD, PO Box 33932, Shreveport 71130. Dr. Mata

received his medical degree from Northwestern University in 1980.

He specializes in urology.

fl Vermillion

Steven A. Collins, MD, PO Box 176, Abbeville 70511. Dr. Collins

received his medical degree from Louisiana State University in New
Orleans in 1981. He specializes in anesthesiology.

\M Webster
Carl H. Hines, MD, 128 Homer Road, Minden 71055. Dr. Hines

received his medical degree from Louisiana State University in

Shreveport in 1979. He specializes in family practice.

! Intern/Resident Members
Nancy L. Chiarello, DO, 1430 Tulane Ave., New Orleans 70112.

Dr. Chiarello received her medical degree from Texas College of

Osteopathy in 1983. She specializes in psychiatry.

Kerry P. Pulver, MD, 1514 Jefferson Hwy., New Orleans 70121.

Dr. Pulver received his medical degree from Louisiana State Uni-

versity in New Orleans in 1981. He specializes in internal medicine.

Ouachita

Michael O. Broyles, MD, PO Drawer 1339, West Monroe 71291.

Dr. Broyles received his medical degree from Louisiana State Uni-

versity in Shreveport in 1978. He specializes in radiology.

ERRATUM
On page 7 of the November 1986 issue of the Journal,

Jean D. Ross, MD was described as specializing in

pediatrics. Dr. Ross specializes in pediatric hematology

and oncology. The Journal regrets the error.

JOURNAL

Nesidioblastosis:

Diagnosis and treatment
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DX:CANCER
Now ’four

Patient Needs
Every Advantage.
When cancer is diagnosed,

your patient looks to you—
to recommend, to advise, to

discuss all the available

options: chemotherapy,

radiation therapy, surgery.

Sometimes they want

answers to very difficult

questions. They want

access to the most current

therapies. They need

emotional support.

When we planned The
Center for Living with

Cancer, we addressed every

need of the oncology

patient, from initial

diagnosis through

treatment. The physical

facility is unparalleled,

including family kitchen,

whirlpool, patient teaching

facility, and Murphy beds

n/y~

for family. The nursing

staff’s expertise in

chemotherapy adminstra-

tion is complimented by

support groups and

individual counseling to

address non-medical

concerns.

Our staff and oncologists

will discuss the most

advanced treatment

modalities with you,

including protocols in use

at the major research

centers.

We offer inpatient care,

outpatient services, and an

integratedplan of care in

consultation with the

referring physician—every

advantage for your patients

with oncologic diagnosis.

Any patient

with an
oncological

diagnosis may
be admitted to

The Center for

Living with Cancer
by a member of East

Jefferson General’s

medical staff. There is

no additional charge for

inpatient care in the

specialized facility.

For more information,

please call Ms. Sallie Herrle,

Unit Director,

at (504) 454-5500.

TheCenterFor

LIVING
WITH CANCER
EAST JEFFERSON GENERAL HOSPITAL

4200 Houma Blvd./ Metairie, LA 70011
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

ALPHABETICAL TRILEMMA

JORGE I. MARTINEZ-LOPEZ, MD

The tracing shown below belongs to a 76-year-old black woman. The three leads— limb leads 2 and AVF,

and precordial lead V
x
— were recorded simultaneously in the Out-Patient Clinic. The clinical diagnosis

was hypertensive cardiovascular disease, complicated by aortic regurgitation and compensated cardiac

failure. Medications included antihypertensives and digitalis.

What is your diagnosis? Elucidation is on page 12.

JOURNAL VOL 139 NO 1 JANUARY 11



ECG of the Month
Case presentation is on page 11.

DIAGNOSIS — To be discussed

For the physician who is confronted by a tracing such

as the one shown above, it is best to approach its

interpretation systematically: describe the recording;

state the obvious; speculate on the cause(s) respon-

sible for the findings; and finalize the ECG diagnosis

on the basis of deductive reasoning.

In describing the tracing shown here and stating

the obvious, several preliminary statements can be

made. First, QRS complexes are abnormally wide (0.12

sec.) Second, if any one R-R interval is selected as the

basic interval, it will be noted that other R-R intervals

are slightly shorter than, equal to, or slightly longer

than the basic R-R interval. Third, no visible P waves

are recorded in close proximity to the QRS complexes.

Fourth, all T waves are twin-peaked, and the first peak

is taller than the second. This twin-peaking is the

subject of the discussion to follow. The second peak

will be designated by the letter "X" until its exact

origin is deduced.

One can now speculate on the possible causes

for the X wave recorded on the tracing. Diagnostic

possibilities can be narrowed down to three: notched

T waves, U waves, or P waves. Since "dilemma" de-

fines a situation involving two choices, one involving

three possible choices should be referred to as a "tri-

lemma." In fact, it is an alphabetical trilemma because

X = T, U, or P. Let us now examine the choices and

their significance.

Notching of the T waves has been reported in 4%
to 13% of subjects with no recognizable heart disease,

as well as in the presence of cardiac and non-cardiac

disease. At best, T-wave notching is a non-specific

finding; whether or not notching of the T wave should

be considered an abnormal ECG finding in itself has

not been resolved. The notch on the T wave may be

found on either the ascending or descending limb of

the T wave or at its summit, creating the twin-peaked

T wave. It is more common for the notch to be re-

corded in the precordial than in the limb leads. Re-

gardless of the location of the notch, the peak-to-peak

interval remains constant.

On the surface ECG, the U wave is a separate

deflection of relatively low amplitude, recorded in

early diastole, with its apex approximately 100 msec
away from the end of the T wave (T-U interval). In

most cases, the T-U junction is isoelectric at the base-

line and the U wave is readily identifiable as a separate

deflection. However, fusion of the T and U waves can

occur (short T-U interval) when the U wave occurs

early or when the QT interval is prolonged, and leads

to twin-peaking of the T waves. In difficult cases, use

of a nomogram devised by Lepechskin or simulta-

neous recording of the surface ECG and a phonocar-

diogram is useful in making the distinction between
notched Ts and T plus U.

The P wave of the ECG is inscribed as a result of

atrial depolarization caused by the arrival of an elec-

trical front originating in either the sinoatrial node or

in ectopic cardiac sites.

Before finalizing the ECG diagnosis, it is impor-

tant to return to the tracing and measure several in-

tervals. From these measurements, the following ob-

servations can be made. First, the interval between

the summit of the T wave and that of the X wave is

not constant. In other words, if any one single TX
interval is designated as the basic interval, others pre-

ceding or following it are shorter than, equal to, or

longer than the basic interval. Second, the QRS-X and

the X-QRS intervals are constant throughout the trac-

ing. In contrast, the X-X intervals vary in length.

Based on all of the above observations, one can

deduce that the X wave, in this case, represents a P

wave. The variation in the P-P interval is the result

of sinus arrhythmia. The P-R interval is constant and

extraordinarily long (0.52 sec.) and there is 1:1 A:V

conduction. The abnormally wide QRS complexes are

indicative of defective intraventricular conduction of

the sinus impulses due to complete left bundle branch

block.

The PR interval includes the duration of the P

wave and the isoelectric PR segment. It represents the

interval of time elapsed between the onset of atrial

and ventricular depolarization. Therefore, during sinus

rhythm, the PR interval is the sum total of transmis-

sion time from the time of SA nodal impulse discharge

to the arrival of the impulse at the level of the Purkinje

network.

Prolongation of the PR interval is termed first-

degree AV block, a misnomer because there is no actual

block, but merely a delay in conduction of the su-

12 JOURNAL VOL 139 NO 1 JANUARY



praventricular electrical stimulus, exceeding the nor-

mal value of 0.2 sec. The delay in conduction of the

supraventricular impulse can be localized to one or

more areas: intraatrial region, AV node, bundle of

His, and areas distal to the bundle of His. It is un-

fortunate that the surface ECG is not accurate in lo-

calizing the area of delayed conduction. For precise

localization of the site of delay intracardiac electro-

graphic studies are required.

The ECG pattern of prolonged PR interval and

bundle branch block recorded in the tracing is of ad-

ditional interest. Equal first-degree block in both branches

of the bundles can present as a prolonged PR interval

without a change in the morphology of the QRS com-

plex, i.e., prolonged PR interval with narrow QRS
complexes. This ECG diagnosis can only be made if

during the recording the degree of block in the two
branches becomes unequal. In contrast, the pattern

of a long PR interval and complete left bundle branch

block shown here can result from one of two situa-

tions, either first-degree AV block in the AV node
combined with unilateral bundle branch block or un-

equal first-degree block in both bundle branches, with

conduction delay being greatest on the left side.

A final, but inlikely, explanation for this tracing

is that the P waves represent non-conducted atrial

premature impulses in bigeminy, and the abnormally

wide QRS complexes result from a ventricular escape

rhythm.

SELECTED REFERENCES
1. Lepechskin E: The electrocardiographic diagnosis of bilateral

bundle branch block in relation to heart block. Prog Cardiovasc

Dis 1964;6:445-471.

2. Gould LA, Reddy CVR, Gomprecht RF; First-degree A-V block

due to triple block in the A-V conduction system. Angiology

1973;24:585-588.

3. Lepechskin E: Advances in Electrocardiography

,

Schlant RC, Hurst

JW (ed). New York, NY, Grune & Stratton, Inc., 1976, pp 353-

375.
4. Watanabe Y, Toda H, Nishimura M: Clinical electrocardi-

ographic studies of bifid T waves. Br Heart J 1984;52:207-214.

5. Sherron P, Torres-Arant E, Tamer D, et al: Site of conduction
delay and electrophysiologic significance of first-degree atrio-

ventricular block in children with heart disease. Am ] Cardiol

1985;55:1323-1327.

From the Cardiology Section, Department of Medicine, LSU Medical

Center, and the Heart Station, Charity Hospital of Louisiana,

New Orleans, LA, 70112.

PHYSICIANSTHERE ARE
TWO KINDS OF FLEXIBILITY

IN THEARMY RESERVE
WETHINK YOU'LL LIKE.
One, time. We know how tough it is for a busy

physician to make weekend time commitments. So
we offer flexible training programs that allow a physi-

cian to share some time with his or her country. We
arrange a schedule to suit your requirements.

Two, the opportunity to explore other phases of

medicine, to add a different kind of knowledge—the
challenge of military health care. It’s a flexibility

which could prove to be both stimulating and reward-

ing, with the opportunity to participate in a variety

of programs that can put you in contact with medical

leaders from all over the country.

See how flexible we can be, call our Army Med-
ical Personnel Counselor:

Major Chester R. Slepski

(512) 826-9892

ARMY RESERVE.
BEAUYOUCAN BE.
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FAMILY PRACTICE.
AREWARDING EXPERIENCE IN

ARMYMEDICINE.

THE ARMY RESERVE IN THE
SOUTHEAST NEEDS PHYSICIANS WHO
SPECIALIZE IN FAMILY PRACTICE, TO
JOIN AN EXCEPTIONAL TEAM.
WE UNDERSTAND THE DEMANDS

ON A BUSY PRACTITIONER. SO WE’RE
FLEXIBLE ABOUT TIME, PARTICULAR-
LY WHEN IT’S TIME YOU WANT TO
SHARE WITH YOUR COUNTRY.

IN THE ARMY RESERVE, YOU’LL
FIND OPPORTUNITIES THAT ARE
CHALLENGING AND VARIED. OPPOR-
TUNITIES TO PARTICIPATE IN EX-

CITING TRAINING PROGRAMS AND
WORK WITH OUTSTANDING PHYSI-

CIANS FROM EVERY AREA OF THE
COUNTRY AND TO EXTEND ASPECTS
OF YOUR SPECIALITY. WE THINK A
FIRST PHONE CALL COULD PROVE TO
BE REWARDING.

THE ACTIVE ARMY HAS MORE
SOLDIERS WITH FAMILIES THAN EVER
BEFORE. SO WHEN YOU JOIN THE ARMY
MEDICAL TEAM AS A FAMILY PRACTI-
TIONER, EXPECT TO SPEND MOST OF YOUR
TIME SERVING NOT ONLY SOLDIERS, BUT
THEIR SPOUSES AND CHILDREN, TOO.
WHAT’S MORE, YOU WON’T HAVE TO
WORRY ABOUT THE PAPERWORK,
MALPRACTICE INSURANCE PREMIUMS, OR
THE COSTS INCURRED IN RUNNING A
PRIVATE PRACTICE.

WORKING WITH A TEAM OF HIGHLY
TRAINED PROFESSIONALS, YOU CAN
RECEIVE ASSIGNMENTS ALMOST
ANYWHERE IN THE U.S. AS WELL AS
OVERSEAS. PLUS UP TO 30 DAYS OF PAID
VACATION AND REASONABLE WORK
HOURS.

ALL IN ALL, YOUR ARMY FAMILY
PRACTICE WILL BE A REWARDING
EXPERIENCE.

TALK TO YOUR LOCAL U.S. ARMY OR ARMY RESERVE MEDICAL DEPARTMENT
COUNSELOR FOR MORE INFORMATION ON FAMILY PRACTICE IN THE ARMY.

ARMY RESERVE MEDICINE
144 ELK PLACE, SUITE 1504

NEW ORLEANS, LA 70112

CALL COLLECT: (504) 589-2373

ARMY. ARMY RESERVE. BEALLYOU CAN BE.
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OTOLARYNGOLOGY/
HEAD AND NECK SURGERY REPORT

NEUROFIBROMATOSIS
OF THE HEAD AND NECK

RICHARD M. WEIR, MD; PAUL A. BLAIR, MD

A case of Von Recklinghausen disease involving

the head and neck is presented. This is an

autosomal dominant disorder with variable

penetrance. Incidence is 1:2500-3000 and 50% of

these cases are spontaneous. The criteria for

diagnosis includes six or more cafe-au-lait

pigmentations of 1.5 cm or greater and family

history, multiple neurofibroma. Plexiform

neurofibroma are pathognomonic. There is a

myriad of associated conditions including mental

retardation, seizure disorders, cranial nerve

involvement, acoustic neuromas, kyphoscoliosis

and endocrine abnormalities. Malignant

degeneration occurs in 3% to 15% of the cases.

Treatment consists of early and repeated surgical

excision with preservation of vital structures. Close

followup, genetic counseling, and attention to

associated conditions are required.

A 18
-year-old black male presented with the com-

plaint of progressive difficulty in swallowing. He
had first noticed this eight months earlier at which

time he had a biopsy of a lesion of the left tonsil.

Pathology report revealed a neurofibroma. Since Jan-

uary, the patient had noted increased distortion of

his oral cavity and enlargement of his left neck and

submaxillary area. He denied dyspnea, weight loss,

hoarseness or decreased hearing. He did complain of

a "muffled” voice. Physical exam revealed a well de-

veloped, slim black male with multiple nodules in the

subcutaneous tissue of his arms and legs. He had a

4x7 cm mass in the left neck and a 2x4 cm mass in

the left submaxillary area. Intra-oral exam revealed

deviation of the uvulva to the right, and a large mass

in the left peritonsillar area. Cranial nerve examina-

tion was normal. The larynx was not well visualized.

Ophthamology consultation reported a normal exam.

Audiogram, tympanometry and reflexes were nor-

mal. CT scan was obtained which showed continuity

between the neck and oral masses (Fig 1). Digital an-

giography showed displacement laterally of the ca-

rotid and jugular vessels, but no major vascular struc-

tures within the mass. The patient subsequently
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underwent excision of the neck mass, lateral pharyn-

gotomy and excision of the pharyngeal mass. Portions

of the neck mass were easily separated from the sur-

rounding tissues, however tumor was left attached to

the carotid and jugular vessels. The vagus nerve was

preserved. There was incomplete removal of the pha-

ryngeal tumor. The patient had an unremarkable

postoperative course. After three weeks postop, the

oral cavity was well healed, he had a normal voice

and indirect laryngeal exam showed normal mobility

of both vocal cords. Pathology report showed mul-

tiple neurofibromas as well as the presence of plexi-

form neurofibroma.

DISCUSSION

In 1793, Tilesius first described the disorder. Virchow

pointed out its familiar nature in 1847. 1 Robert Smith

reported a case of cutaneous tumors in 1849 and in

1882, Fredrich Von Recklinghausen gave his classic

presentation of the disease which now bears his name. 2

Von Recklinghausen disease occurs in all races

and the widely accepted incidence is one in 2500 to

3000 of all live births. It is transmitted as an autosomal

dominant trait and has variable penetrance. A total

of 50% of cases will have no familial history and are

felt to represent spontaneous mutations. Two-thirds

of patients will have clinical evidence of disease within

the first year of life and 75% of cases will have come

to medical attention by age 20. 3

The clinical features of Von Recklinghausen dis-

ease include multiple cafe-au-lait pigmentation, gen-

eralized cutaneous neurofibroma, central nervous

system tumors, skeletal deformities, and various en-

docine, cardiovascular and developmental abnormal-

ities. The widely held criteria for diagnosis would
require presence of at least six cafe-au-lait of greater

than 1.5 cm. 2 ' 4 Griffith, et al, requires the presence

of at least two of three classical findings: (1) multiple

neurofibroma, (2) multiple cafe-au-lait, (3) positive

family history to confirm the diagnosis. 5 Adkins and
Ravitch include patients with more than five cafe-au-

lait and multiple neurofibroma or a positive family

history and skeletal abnormalities in their series. 6

Neurofibromas are generally felt to arise from

Schwann cells, which are derived from neural crest

origins. Mesodermal tissues, however, is also af-

fected. Three major types of tumors are seen: (1) neu-

Figure 1. CT scan of neck showing retromandib-

ular extension of neck mass.

rolemmoma — which are usually solitary, well-en-

cupsulated and thus easily removed from the

underlying neural tissue and have a low malignancy

potential; (2) neurofibroma— which are usually mul-

tiple, nonencapsulated and thus difficult to separate

from adjacent tissue, and have a 5% rate of malignant

degeneration; and (3) plexiform neurofibroma— which

consist of multiple tortuous cords of tissue which fol-

lows peripheral nerves. 2 Plexiform neurofibroma is

described as “bag of worms" on clinical palpation and

is considered pathognomonic of VRD, even in the

absence of other findings. 2 The term “molluscum fi-

bromata" is applied when the patient manifests mul-

tiple neurofibroma as small nodules in the subcuta-

neous tissues. “Elephantiasis neuromatosis" has been

used to describe the massive, disfiguring growth
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vhich may occur in untreated cases. 7 Malignant de-

generation is reported to occur in from 3% to

15% of all cases, though rates up to 30% have been

quoted. 2 ' 4 - 7 - 8

Neurofibroma may occur in any location of the

body. Primary involvement in the head and neck is

from 22% to 40%. 4 - 6 The most common site in the

head and neck is the scalp and face, followed by the

orbit and peri-orbital skin. Cranial nerve involvement

is common, as are intracranial tumors. 1 - 6 9 In the child,

the most common intracranial tumor is the astrocy-

toma, while in the adult it an acoustic neuroma. CN
III & VIII are involved most commonly. Acoustic neu-

romas are bilateral 82% of the time. 2 The presence of

a single intracranial tumor should initiate the search

for other tumors, as multiple intracranial tumors are

common in this disease. Trigeminal, facial and vagus

nerves are involved frequently. Examination for their

involvement should be made. Other sites in the head

and neck include mandible, facial bones, sphenoid,

and oral cavity. Involvement in the neck is usually a

;

plexiform neurofibroma. Kyphoscoliosis is present in

i the cervical vertebra in 20% of patients, and can cause

difficulties with respiratory compromise, endotra-

cheal intubation, and vertebral collapse. 2 - 6 Medias-

tinal masses may present as neck masses. Other find-

ings include developmental delay, mental retardation

(in 10%), seizure disorders, phenochromocytoma (in

1%) and MEA III.
2 - 7 Growth of tumors appears to be

enhanced at puberty.

TREATMENT
Treatment of these tumors is largely surgical. In the

past, prolonged observation of lesions was common
due to the concerns of malignant degeneration if in-

complete removal was attempted. This concern has

been eliminated by the long term follow up of many
patients following subtotal removal of a variety of

lesions. 5 7 Surgical removal is often difficult and time

consuming. Incomplete removal of lesions is the rule

rather than the exception, as in this case. Hypertro-

phy of vessels supplying neurofibroma is not uncom-
mon and preoperative embolization of large vessels

has been advocated. 1 Vital structures in the head and

neck may be involved and judicious removal is re-

quired. Portions of tumor may need to be left attached

to vital structures. There is no indication that this is

detrimental, indeed some authors feel this may cause

regression of some tumors. 5 - 6 - 7 Adkins and Ravitch

stress that these tumors will have progressive growth

and hence advocate early removal. 7 They feel that

multiple excisions, if necessary, allow less removal

and less damage to functional support structures (ie,

orbit, mandible) than allowing neurofibroma to grow
to large and bulky sizes. Other authors also encourage

early and repeated surgical removal. 5 - 6 - 9

It is important not to overlook the other condi-

tions found with this disease. Disruption of the cer-

vical spinal column due to tumor or due to kypho-

scoliosis is a major problem in some children. 2- 6

Stabilization may be required at an early stage. Mental

development may be delayed. Seizure disorders and

other neurological abnormalities need appropriate

medical management and follow-up. Due to the pro-

gressive nature of this disease, these patients need

lifelong and close attention. Yearly physical exami-

nations and audiograms should be obtained in all pa-

tients. CT scans and other radiologic exams are ob-

tained as indicated. Any rapid growth or pain in a

neurofibroma should be suspected of malignant de-

generation. Care has to be individualized. Early and

often repeated surgical intervention is necessary in

most of these patients. Genetic counseling should be

given to all patients of childbearing age.
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Requests for reprints should be sent to Paul A. Blair, MD,
Dept, of Otolaryngology — Head and Neck Surgery,

Tulane University School of Medicine, 1430 Tulane Avenue,

New Orleans, LA 70112; (504)588-5453.
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Now America’s
oldest professional

liability insurer
has come to
Louisiana.

The newest professional liability

insurer in Louisiana is the oldest

in the nation. The Medical Pro-

tective Company pioneered the

concept ofprofessional protection

before the turn of the century

and has been serving doctors

exclusively ever since. Through
good times and bad.

With the current liability crisis

escalating, you need to take a

close look at your coverage and
the company that stands behind
it. Then take a close look at us.

You’ll see we carry the highest

rating from A.M. Best, the firm

that tracks the financial stability

of insurance companies nation-

wide. Beyond that, you’ll find

complete protection at premium
rates that are likely lower than

you’re currently paying. Plus

the personal attention and
claims prevention assistance

you deserve.

Contact Dale Weaver today at

504/291-1807. He’s the oldest

company’s representative in its

newest state. And he’s here to

serve you.

aa
'tifon tcM r. 1 P urz e aou n c v s'. Cfjac^vir

Dale Weaver, 2900 West Fork Drive, Suite 200
Baton Rouge, Louisiana 70827, (504) 291-1807
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Shirley Bertucci, LSMSA President

AUXILIARY REPORT

ON LEADERSHIP AND THE AUXILIARY

SANCY H. McCOOL

What began in 1929 as an auxiliary

created for physician spouses, with

social activities in the forefront, has

evolved into a most prestigious organi-

zation with opportunities for growth and

achievement among individual mem-
bers, a united effort toward aiding phy-

sician spouses wherever possible, and
the continued improvement of com-
munity health. Membership in the Aux-
iliary makes you a part of an organiza-

tion of physicians' spouses united by a

common goal — to improve the quality

of health and life for all people.

The federated structure of our or-

ganization has enabled us to continually study and

improve our community involvement in health areas

such as organ donation, child abuse, seat belt safety,

smoking and smokeless tobacco usage, and immu-
nization. In our local communities, members often

work in coalition with civic organizations. On the state

level, the LSMSA offers workshops and speakers on

legislation and health issues of vital concern to our

local parish auxiliaries at both the Mid-Year Board

Meeting and the annual convention. For the past two
years, the Auxiliary has provided a Leadership Con-
ference to officers and members of our 16 parish aux-

iliaries, members-at-large, and resident physician/

medical student spouses. The AMAA offers two lead-

ership confluences for parish and county leaders each

year. Outstanding speakers from across the nation

lend their expertise to these most informative meet-

ings, and materials and publications are made avail-

able to help in implementing vital health programs at

the parish and state levels.

We realize that it is imperative that we train and

educate our Auxiliary leaders in order

that they may successfully implement

these health programs in the commu-
nities, and that the physician spouse can

be an effective, favorable representative

of the medical community as a whole.

We must be certain that media coverage

reflects the true image of the physician

and that the physician's spouse be con-

cerned, informed and involved in the

community of the parish, state and na-

tion.

In seeking leaders for our Auxili-

aries, we, like many other organiza-

tions, have certain criteria. A leader must

be informed, organized, open to constructive sug-

gestions, able to delegate responsibility, communicate

effectively with members, project a positive image to

the community of the organization and spark enthu-

siasm. The oft-quoted phrase "leaders are born, not

made," seems fallible as we recognize the opportun-

ities for training and growth offered.

We look with pride at our Auxiliary as it has

grown to over 1,800 members statewide and at the

outstanding record of achievements in promoting

awareness of health issues vital to the well-being of

all our citizens. In these days of changes and contin-

uing challenges to the medical profession, we rec-

ognize the need to continue to recruit physician spouse

members, and to train these members to be effective

leaders in the projection of a caring and concerned

medical family.

Mrs. McCool (wife of Dr. E. Edward McCool) is president-elect of the

Louisiana State Medical Society Auxiliary.
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For Louisiana Physicians

The best physicians insurance programs
that sensible money can buy are now
available to you, the Louisiana doctor.

For seven years, American Physicians Life

Insurance Company has served the medi-
cal profession in your neighboring states

of Arkansas and Texas. Now, you can take

advantage of insurance programs de-

signed specifically with the physician

in mind.

Because our company is owned by doc-

tors, we know that a physician's life and
disability coverage needs are different

than those of other professionals. All of

our products are designed to meet those

needs, and we offer them at highly com-
petitive rates.

For answers to your questions about:

• Annual Renewable Term and Universal

Life

• Income Replacement and Business Over-

head Expense

• Deferred Compensation (Bonus Alter-

native for the Incorporated Physician)

Call Toll Free at 1-800-527-1414, or watch
your mail for more information arriving in

the next few weeks.

api£
American Physicians Life Insurance is a subsidiary of American Physicians Insurance

Exchange, the doctor-owned professional liability insurance company.



YOU DONTVt~i

;UNLESS YOU HAVE
THE REST COMPUTER SYSTEM.

Introducing the Reynolds and Reynolds

Pledge of Satisfaction.

Before we decided to offer your practice a written guarantee, we made
sure we had the best medical practice management system on the market

Only Reynolds + Reynolds, a Fc >rtune 500 company with oyer 20 years

of computer experience as a single source supplier, offers you:

• State-of-the-art hardware from IBM, NCR. and Texas Instruments.

• The most comprehensive Unix-based medical practice

management software in the industry.

• MPMS-PI.l S software features

- appointment scheduling - insurance claims

- patient billing - management reports.

- accounts receivable

• The industry's most responsive after-sale hardware and
software service and support.

• Competitive lease plan rates.

• A full line of computer forms.

• A unique written pledge of satisfaction assuring you that our
system will perform the tasks required to help your practice

run more profitably and efficiently or vour full system price

will be refunded

Whether you're a new buyer or a dissatisfied system user,

Reynolds + Reynolds' single source concept is right for you.

Interested? To know more about our MPMS-Plus System and our

Pledge of Satisfaction, till out the attached coupon or call us toll-

free at l-800-632-42“8 ( in Ohio call 1-800-535-“ 128.

)

Reynolds+Reynolds’
Committed To Your Future

Yes, I'm interested! I want to know more about tire

Reynolds 4- Reynolds" MPMS-PI.l S system. To make
our first discussion more efficient. I've Idled in the

information requested below

I'm considering automating my practice:

Right away. In six months In a year or so.

I'd like to know more about your unique Pledge of

Satisfaction.

Name:

Practice Name

Address:

Cit\ : . State:

Phone:

.

# of Physicians: Specialty:
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CALENDAR

February

February 1-4

American Society for Parenteral and Enteral Nutrition 11th

Clinical Congress, New Orleans, Louisiana. Contact: Kelly

G. Tilton, Conventions & Exhibits, A.S.P.E.N., 8505

Cameron Street, Suite 500, Silver Spring, MD 20910;

(301)587-6315.

February 2-4

Trauma Management 1987, Hotel Inter-Continental, San
Diego, California. Sponsored by UC San Diego School of

Medicine. Contact: UCSD School of Medicine, M-017, Con-
tinuing Medical Education, La Jolla, Ca 92093; (619)534-3940.

February 2-4

South Florida Winter Hand Symposium, Bahia Mar Resort,

Ft. Lauderdale, Florida. Sponsored by Florida Hand
Rehabilitation and endorsed by Plastic Surgery Educational

Foundation. Contact: Jane Guterman, South Florida Winter
Hand Symposium, 2734 Polk Street, Suite 1, Hollywood, FL
33020; (305)921-HAND.

February 5-7

21st Annual Symposium on Cosmetic Surgery, Hyatt Regen-
cy, Miami, Florida. Sponsored by The Plastic Surgery Educa-
tional Foundation. Contact: Thelma Mac Gregor, Cedars
Medical Center, Cosmetic Surgery Symposia, 1400 N.W. 12th

Avenue, Miami, FL 33136.

February 7-14

Orthopedic Emergencies, Snowbird Resort, Snowbird, Utah.

Sponsored by the American Institute of Postgraduate Educa-
tion and Scripps Memorial Hospital-Encinitas. Contact: Edith

S. Bookstein, Conference Management Associates, PO Box
2586, La Jolla, CA 92038; (619)454-3212.

February 10-14

Cardiopulmonary Rehabilitation Status '87, Gainesville,

Florida. Sponsored by the University of Florida Center for

Exercise Science. Contact: Michael L. Pollock, PhD, Direc-

tor, Center for Exercise Science, University of Florida, Dept,
of Medicine, Box J-277, Gainesville, FL 32610; (904)392-0584.

February 12-14

Basic Rhinoplasty, Dallas, Texas. Sponsored by Division of

Plastic and Reconstructive Surgery at the University of Texas
Health Science Center and The Plastic Surgery Educational

Foundation. Contact: Ann Parchem, Continuing Education,

University of Texas Health Science Center, 5323 Harry Hines

Blvd., Dallas, TX 75235; (214)688-2166.

February 14-17

36th Annual Symposium on Cataracts in the Nineties, Hyatt

Regency, New Orleans, Louisiana. Sponsored by the New
Orleans Academy of Ophthalmology. Contact: Emily Busby,

New Orleans Academy of Ophthalmology, Eye, Ear, Nose
& Throat Hospital, 145 Elk Place, Room 203, New Orleans,

LA 70112.

February 15-21

Advances in Plastic and Reconstructive Surgery, Park City,

Utah. Contact: Plastic Surgery Educational Foundation, 233

North Michigan Ave., Suite 1900, Chicago, IL 60601;

(312)856-1818.

February 16-20

The Physician in Management, Seminar I, Sheraton Sand
Key, Clearwater Beach, Florida. Contact: Sherry Mason,
American Academy of Medical Directors, 4830 W. Kennedy
Blvd., Suite 648, Tampa, FL 33609; (813)873-2000.

February 17-19

Maxillofacial Trauma, Los Angeles, California. Sponsored

by the American Academy of Facial Plastic and Reconstruc-

tive Surgery and the Dept, of Otolaryngology-Head & Neck
Surgery of the Postgraduate Division of the University of

Southern California School of Medicine. Contact: Donna
Hoffman, Administrator, USC Dept, of Otolaryngology-

Head & Neck Surgery, 1200 N. State Street, Box 795, Los

Angeles, CA 90033; (213)226-7315.

February 20-21

Post Traumatic Stress Disorder and Other Psychiatric Se-

quelae of Trauma, New Orleans, Louisiana. Sponsored by
Tulane University Medical Center. Contact: J.A. D'Angelo

Jr, Director, Office of Continuing Education, Tulane Medical

Center, 1430 Tulane Ave., New Orleans, LA 70112-2699;

(504)588-5466.

February 21-28

Radiology for Emergency & Primary Care Physicians, Royal

Lahaina Resort, Maui, Hawaii. Sponsored by the American
Institute of Postgraduate Education and Scripps Memorial
Hosptial-Encinitas. Contact: Edith S. Bookstein, Conference

Management Associates, PO Box 2586, La Jolla, CA 92038;

(619)454-3212.

February 21-28

Duke at Vail: Symposium on Inflammatory Diseases, Vail,

Colorado. Sponsored by Division of Dermatology and Divi-
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sion of Rheumatology and Immunology. Contact: Angelika

Langen, Box 3135, Duke University Medical Center, Durham,
NC 27710; (919)684-2504.

February 23-26

International Symposium on Plastic Surgery in Bangkok,
Bangkok, Thailand. Contact: Plastic Surgery Educational

Foundation, 233 North Michigan Ave., Suite 1900, Chicago,

IL 60601; (312)856-1818.

February 24-27

Update Your Pediatrics-1987, New Orleans, Louisiana. Spon-
sored by Tulane University Medical Center. Contact: J.A.

D'Angelo Jr, Office of Continuing Education, Tulane Medical

Center, 1430 Tulane Ave., New Orleans, LA 70112-2699;

(504)588-5466.

February 26-28

Advanced Perinatal Ultrasound Seminar, Buena Vista Palace

Hotel, Lake Buena Vista, Florida. Sponsored by the Depart-

ment of Radiology, Orlando Regional Medical Center and
the Center for Medical Ultrasound, Bowman Gray School
of Medicine. Contact: Lennard D. Greenbaum, MD, Chief,

Section Diagnostic Ultrasound, 1416 South Kuhl Ave., Orlan-

do, FL 32806; (305)841-5229.

February 27-28

Smoking, Disease and Their Management, New Orleans,

Louisiana. Contact: Ochsner Medical Foundation, Continu-
ing Medical Education, 1516 Jefferson Hwy., New Orleans,

LA 70121; (504)838-3702.

February 27 - March 1

Facial Plastic Surgery on the Non-Caucasian, New Orleans,

Louisiana during Mardi Gras. Sponsored by the American
Academy of Facial Plastic and Reconstructive Surgery. Con-
tact: AAFPRS, 1101 Vermont Ave, NW, Suite 404,

Washington, D.C. 20005; (202)842-4500.

February 28 - March 2

Mardi Gras Anesthesia Update, New Orleans, Louisiana.

Sponsored by Tulane University Medical Center, Louisiana
Society of Anesthesiologists and the New Orleans Anesthesia
Society. Contact: J.A. D'Angelo Jr, Office of Continuing
Education, Tulane Medical Center, 1430 Tulane Ave., New
Orleans, LA 70112-2699; (504)588-5466.

February 28 - March 7

6th Annual Park City Oculoplastic Meeting, Symposium on
Head, Orbital and Ocular Trauma, New Orleans, Louisiana.

Contact: Darrell Wolfley, MD, LSU Eye Center, 2020 Gravier
St., Suite B, New Orleans, LA 70112; (504)568-6700.

March

March 1-6

IX World Congress of Plastic & Reconstructive Surgery,

New Delhi, India. Contact: Aloke C. Bagchi, Program Coor-

dinator, IX World Congress of Plastic Surgery, 6101 N.

Talman Ave., PO Box 59577, Chicago, IL 60659;

(312)465-8337.

March 1-7

Internal Medicine Symposium, Cancun, Mexico. Sponsored

by the University of Kansas Medical Center. Contact: Eileen

Buttron, Office of Continuing Education, 39th and Rainbow

Blvd., Kansas City, KS 66103; (913)588-4494.

March 1-7

Update '87: Office Obstetrics and Gynecology, Shadow
Ridge Resort, Park City, Utah. Presented by Scott & White.

Contact: Charlene E. Lee, Communications Specialist, Scott

& White, 2401 South 31st Street, Temple, TX 76508;

(817)774-2821.

March 1-8

Winter Scientific Seminar, Ski Utah for Mardi Gras, Park

City, Utah. Offered by the Orleans Parish Medical Services

Bureau in conjunction with the Orleans Parish Medical Socie-

ty. Contact: OPMS, 1800 Canal Street, New Orlenas, LA
70112; (504)523-2474.

March 2-6

Internal Fixation in Hand Surgery, Vail, Colorado. Spon-

sored by the American Society for Surgery of the Hand. Con-

tact: American Society for Surgery of the Hand, 3025 South

Parker Road, Suite 65, Aurora, CO 80014; (303)755-4588.

March 5-7

2nd International Interdisciplinary Conference on Hyperten-

sion in Blacks, Peachtree Plaza Hotel, Atlanta, Georgia.

Sponsored by Emory University School of Medicine,

American Heart Association, National Heart, Lung and Blood

Institute and the Association of Black Cardiologists. Contact:

Continuing Medical Education, Emory University School of

Medicine, 110 WHSCAB, 1440 Clifton Road, NE, Atlanta,

GA 30322; (404)727-5695.
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TUMORAL CALCINOSIS AND
HYPERPARATHYROIDISM

RICHARD S. GODFREY, MD; DAVID M. FADDIS, MD;

PHILIP J. DAROCA JR, MD; CARL M. SUTHERLAND, MD
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Tumoral calcinosis is a rare disorder in which
calcified masses develop predominately in the

black race. The disease is associated with trauma,

hyperphosphatemia and genetic predisposition;

however, it has not been associated with

hypercalcemia and hyperparathyroidism. A case

report of a patient with hyperparathyroidism and

tumoral calcinosis is presented and a review of the

literature included.

The development of multilocular cystic structures

filled with calcareous material in the hips, elbows

and shoulder of a 12-year-old boy was reported by

Derut in 1899. 1 In 1942, Ghormley and McCrary2 re-

ported similar lesions found in three siblings, which
they attributed to calcified bursae. Inclan, et al,

3 in-

troduced the term “tumoral calcinosis," in 1943, de-

scribing calcified masses in three unrelated Cubans.

They emphasized:

. . . the gigantic and progressive nature of the

calcification, the spread of the growth beyond the

muscular and bursal structures and the anatomic

distribution in regions in which bursae and glid-

ing cellular tissue are present.

Lesions of tumoral calcinosis appear character-

istically near large joints and the wrists, feet and hands

during childhood and adolescence. Approximately 200

cases have been described, 4 - 5 with a preponderant

incidence of blacks (approximately 80%). A familial

tendency has also been noted, with both sexes in-

volved and limited to a single generation, suggesting

a recessive autosomal mode of inheritance. Prince, et

al
4 in a review of 40 cases from the literature, divided

patients into those with hyperphosphatemia and those

with normal serum phosphorus levels. Incidence of

positive family history, onset before age 20, black race,

and multiple lesions were significantly higher in pa-

tients with hyperphosphatemia. There are, in addi-

tion, several reports5'9 of tumoral calcinosis in patients

with renal failure. These patients had hyperphos-
phatemia, tended to be older, and (with the exception

of one case) hypercalcemia was not documented. 6

The etiology of tumoral calcinosis is as yet un-

defined. In addition to the early theories of trauma
and non-specific calcification of bursae, an accumu-
lation of reports in the literature point toward hy-

perphosphatemia as having an etiologic role. 6 -
10-13 The

elevated levels of serum phosphorus and frequent

occurrence of the disease in siblings point to an inborn

or hereditary error of metabolism. Mechanisms of

the metabolic disorder may include endogenous hy-

pervitaminosis D 12 and an intrinsic proximal tubular

defect. 13 Chronic renal disease and hyperphospha-

temia have been associated with tumoral calcinosis,

indicating that hereditary factors are not a prerequi-

site. The role of hyperphosphatemia is emphasized

in a case report by Mozafferian, et al,
14 who success-

fully treated tumoral calcinosis using a low-calcium

and phosphorus diet, along with aluminum hydrox-

ide antacid to lower serum phosphorus. The vast ma-

jority of cases of tumoral calcinosis, however, have

been treated by surgical excision although tumors fre-

quently recur. 3 - 10 - 14-17

CASE REPORT

A 56-year-old black woman with a 20-year history of

hypertension and two-year history of chronic renal

failure, was admitted for work-up of hypercalcemia

(11.6 mg/dL). Her only complaints were occasional

cramps of the hands and feet and a one-month history

of a lump in her back, which caused discomfort when
pressure was applied. She denied any trauma, and

had received an epidural anesthetic 22 years earlier

for a hysterectomy.

The patient's medicines included: Zyloprim® (100

mg po qd). Minipress® (50 mg po q 8 h), and Dyazide®

(1 tab po qd). On physical examination she was nor-

motensive, well-developed, and well-nourished, with

a single abnormality of a 4 x 5 cm firm mobile mass

located on her back immediately to the right of L-4 to

L-5 vertebrae. The mass was slightly tender to deep

palpation.

Admission laboratory studies disclosed the fol-

lowing values: serum calcium, 11.6 mg/dL (normal

9.0 to 11.0); phosphorus, 5.6 mg/dL (normal 2.5 to

4.5; serum alkaline phosphatase, 90 u/L; total

protein, 6.9 g/dL; serum albumin, 3.9 g/dL; parathy-

roid hormone (PTH), 33,888 pg/ml (normal <2000);

blood urea nitrogen, 89 mg/dL (normal 5 to 20 mg/
dL); and creatinine, 5.5 mg/dL (normal 0.8 to 1.2 mg/
dL). A KUB x-ray showed a 3x5 cm calcified soft

tissue mass posterior to the fourth and fifth lumbar

vertebrae (Fig 1). Computed tomography scan dem-
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Figure 1. Lateral lumbar spine film showing cal-

cification posterior to L-4 and L-5.

onstrated a multiseptate, cystic, densely calcified le-

sion contiguous to but not invasive into, the spine

(Fig 2). Ultrasonography of the neck showed a 2-cm

structure consistent with parathyroid gland in the left

superior thyroid pole.

An excision of the mass was performed on March

20, 1985 through a transverse incision. The lesion was
multiloculated and embedded in a dense, adhesive,

fibrous capsule, which extended into the surrounding

muscular sheaths (Fig 3). The tumor was also fixed

to the posterior spinous process of the L-4 vertebrae

and required sharp dissection for removal.

On March 28, 1985 the patient underwent a sub-

total parathyroidectomy. At surgery, four hyper-

plastic parathyroid glands were identified and his-

topathology disclosed parathyroid hyperplasia with

oxyphilic nodules. Postoperatively the patient's cal-

cium and phosphorus levels dropped to 9.8 mg/dL
and 2.9 mg/dL, respectively; her PTF1 value dropped
to 760 pg/ml. On six months' follow-up examination,

she is without complaints and has no palpable re-

currence of the tumor in her back.

Figure 2. Computed tomography scan showing

calcification adjacent to posterior spi-

nous process of L-4.

Figure 3. Tumoral calcinosis—surgical specimen.

MATERIAL AND METHODS
All four parathyroid glands were microscopically hy-

perplastic. While the glands maintained a lobular-like

architecture, adipose tissue was replaced by a cellular

(Continued on page 31)
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(Continued from page 28)

proliferation. Multinodularity was typical of the hy-

perplastic process in each of the glands. The hyper-

plastic cells consisted of chief cells, nodules of oxy-

philic cells, transitional water-clear and frank water-

clear cells (Fig 4).

The back tumor measured 5 x 5 x 3.5 cm; the cut

surface showed yellowish gritty areas, which ap-

peared partially liquified in areas. The process was
surrounded by condensation of fibrous tissue.

Microscopic findings showed a process of calci-

nosis occurring in fibroadipose tissue. The process

consisted of irregular basophilic-stained foci of calci-

fication, bordered by fibrous tissue containing histio-

cytic and multinucleated foreign body-type and oc-

casional osteoclast-like giant cells. In some areas, a

histiocytic cellular component was present at the in-

terface with the adjacent fibrous tissue. In these, giant

cells contained single and multiple rounded calcified

particles within the cytoplasm. There was a mild

distribution of lymphocytes in these foci and active

fibroblasts. In areas, the pattern suggested that cal-

cification begins with histiocytes or giant cells, fills

the cytoplasm and eventually destroys the cell re-

leasing the calcific particles into the central mass of

calcific debris (Fig 5).

DISCUSSION

The patient reported in this study is remarkable in

that she manifested the pathologic characteristics of tu-

moral calcinosis, in the setting of hypercalcemia and

absence of family history. She had a rapidly enlarging,

multilobulated calcium deposition near a subcuta-

neous, periarticular space, which spread into and

through muscular tissue, but had no visceral or vas-

cular involvement. Her pre-existing condition of hy-

percalcemia, however, brings into question the di-

agnosis of tumoral calcinosis. Tumoral calcinosis is

considered to be a distinct clinicopathologic disease

process, which does not result from hypercalcemia.
4 ' 1214 There are, however, a few reports of hypercal-

cemia in patients with tumoral calcinosis. 6 ' 10 Our pa-

tient is the first reported case known to us to have

hypercalcemia, hyperparathyroidism, and tumoral

calcinosis. Although some authors18 might classify her

calcific tumor into a different category, it is histo-

pathologically identical with tumoral calcinosis. This

Figure 4. Parathyroid-hyperplasia (x 110) chief cells

and portion of module of transitional oxy-

philic cells.

Figures. Calcinosis (x 275) interface with calcium

deposits, histiocytes, and giant cells.

case report underscores the possible importance of

treating the chemical as well as anatomic manifesta-

tion of the disease. In this case a parathyroidectomy

was performed to control hypercalcemia.

CONCLUSIONS
If tumoral calcinosis is a disease of calcification with

multiple causes, the case in presentation may not be
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unique. The etiology of our patient's hyperparathy-

roidism is not definite. A 20-year history of hyper-

tension may have led to chronic renal failure and sec-

ondary hyperparathyroidism. The presence of

oxyphilic nodules in glands with parathyroid hyper-

plasia is consistent with a preceding history of renal

disease. Without a documented period of hypocal-

cemia, however, it is possible she had primary hy-

perparathyroidism with subsequent hypercalcemia

leading to chronic renal failure. Whatever the cause

of her hypercalcemia, it is also possible her lesion was
related to another factor, such as trauma or hyper-

phosphatemia.

The pathogenic mechanism of tumoral calcinosis

remains to be clarified. The Prince, et al,
4 study, in

which two thirds of patients had normal phosphorus
levels, indicates that hyperphosphatemia is not a pre-

requisite. A history of trauma is also not always pres-

ent. 5 ' 10 ' 12-18 This patient, with a history of hyperpar-

athyroidism and hypercalcemia, adds another

dimension to a yet unexplained process. By present-

ing this case, it is hoped that physicians will be as-

sisted in recognizing an unusual disorder and con-

tinue to work toward a better understanding thereof.
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CONSUMER PRICE DIFFERENTIALS
BETWEEN CONTAINERS AND BRAND
PRODUCTS OF ORAL ANTIBIOTICS

IN LOUISIANA

YURUK IYRIBOZ, MD, MPH

Retail prices of 91 brand products consisting of 27

standard oral forms (ie, capsules, tablets) in 57

different containers (ie, bottles containing 100, 200

capsules) was provided by the manufacturers. A
list of 35 items representing the least expensive

oral products for ampicillin, amoxicillin,

erythromycin, tetracycline and chlorampenicol was
prepared. Prices significantly varied between

different containers and brand products for the

same amount of the same antibiotic (20% to 60%).

Average prices for the least expensive products of

each antibiotic were 52% lower than average prices

of other products. A survey showed that only 2.5%

of the least expensive products were available at

the pharmacies. The findings suggest that potential

cost-savings by drug product selection largely

depends on the purchasing practices of pharmacies

(inventory) rather than the physicians' permissive

attitudes. Research on these practices is

underlined. Pharmacy retail price of certain

products were found to be as much as 331% higher

than the price given by the manufacturers.

Drug product selection, the act of dispensing a

lower cost equivalent product to that prescribed,

is considered to be an important approach to cost

containment in health care. It has been advocated by

both consumer groups and governments.

Since 1961, 49 state legislatures and the District

of Columbia have enacted laws which permit drug

product selection.

The majority of studies related to cost-savings in

drug product selection compare prices of generic

products with those of brand names. However, find-

ings of these studies are not always consistent with

cost-savings. Although some studies have found po-

tential savings in generically written prescriptions, 1-4

others have shown that actual savings to the patients

are minimal. 5 According to Brennan, the price differ-

ences between generic and brand names are often

smaller than predicted from wholesale prices, because

prices of the brand name products are usually over-

stated; whereas least expensive generic equivalents

usually are not available at the list price. 6 On the other

hand, prescription of generic drugs does not neces-

sarily mean that substitution will take place. 7 Phar-

macists cannot substitute less expensive drugs unless
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they have them in inventory. 8 A study has shown
that for less than 2% of generic prescriptions were

generic products actually dispensed. 9

Prices of drugs do not only differ between generic

and brand names. They also differ among various

brands and different containers/packages of the same

drug under the same brand name. Can research on

these differentials besides those between generic and

brand names lead to a significant cost-containment

approach? Apparently, there are few studies focusing

on these differentials alone, to the best of our knowl-

edge.

As opponents and proponents of generic pre-

scribing continue to debate their views, it is tempting

to direct attention to other possible and practical ap-

proaches to cost-saving drug product selection. An-

tibiotics are among the most commonly prescribed

medications in this country. 10'12 The purpose of this

paper is to present the results of an investigation into

consumer price differentials between different con-

tainers/packages of the most commonly used oral an-

tibiotics under the same and different brand names.

METHODOLOGY
Selection of Oral Antibiotics

Oral forms of the following antibiotics were studied;

amoxicillin, ampicillin, erythromycin, tetracycline and

chloramphenicol. They were selected considering their

frequent use in the most commonly occurring infec-

tions such as of the upper respiratory, urinary, and

gastrointestinal tracts, skin and sexually transmitted

disease. 13'31

Inventory of Commercial Forms
and Least Expensive Products

An inventory of commercial forms and containers and
retail price for each of the oral antibiotics studied has

been prepared. The information necessary for this

inventory has been obtained from published sources

and written communications with the pharmaceutical

companies. 32 Price of each form/container for each of

the antibiotics was standardized to price per each mg.
of the active ingredient. These prices were cross tab-

ulated for each form and container under each phar-

maceutical company manufacturing the same anti-

TABLE

1

AVERAGE PERCENTAGE OF COSTS-SAVED BY
SELECTION OF PRODUCTS IN LARGER CONTAINERS OF
THE SAME ORAL ANTIBIOTIC FORM AND BRAND NAMES;
SIGNIFICANCE OF DIFFERENCE BETWEEN AVERAGE

PRICES

Significance

of Difference Average %
Antibiotic p< . . . Cost-Saving

Erythromycin .005 13

Amoxicillin .001 18

Ampicillin .001 18

Tetracycline .01 29

Chloramphenicol .01 22

Average % of Cost-Saving in all products: 20%

biotic. This tabulation made it possible to recognize

both the most and least expensive forms/containers

both under the same and different brand names. A
list of 35 items representing the least expensive prod-

ucts of the antibiotics studied was thus prepared. The

list consisted of seven columns tabulated across each

commercial form of the antibiotics; 1) antibiotic's name
and the commercial form (i.e., capsules/liquid), 2) dose

in mg.s per unit (i.e., 250 mg.s per capsule/125 mg.s

per 5 ml.s), 3) quantity of units per container (i.e.,

100 capsules or 200 ml.s per bottle), 4) manufacturer's

name, 5) availability of the product at the pharmacy,

6) retail price of the product if it is available, 7) retail

price of a less expensive corresponding product in the

same dose per unit and quantity per container if it is

available at the pharmacy. This list was used during

interviewing the pharmacies for the availability of the

least expensive products listed by the study.

The statistical significance of average differences

in prices between the least and most expensive and

all other products have been computed for each of

the antibiotics.

Availability of the Least Expensive Products

Availability of the least expensive products, retail

prices of which were obtained by the manufacturers,

was tested in two metropolitan areas of Louisiana. A
list of pharmacies for both areas has been prepared
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TABLE 2

AVERAGE PERCENT OF COSTS-SAVED BY SELECTION
OF THE LEAST EXPENSIVE PRODUCT; SIGNIFICANCE OF
DIFFERENCE BETWEEN THE AVERAGE PRICES FOR THE
MOST AND LEAST EXPENSIVE PRODUCTS FOR THE

SAME ORAL ANTIBIOTIC FORMS

Antibiotic

Significance

of Difference

p< . . .

Average %
Cost-Saving

Eyrthromycin .001 44

Amoxicillin .001 69

Ampicillin .001 58

Tetracycline .05 70

Chloramphenicol .05 59

Average % of Cost-Saving in all products = 60%

from the lists supplied by the Louisiana Board of Phar-

macy and the most recent phone listings (1984). A
random sample representing one half of the phar-

macies was selected. The 54 pharmacies in the sample
were visited and pharmacists interviewed for the

availability of the 35 least expensive products listed

by the study. They were also asked whether they had
less expensive products than the ones listed including

the generic drugs.

RESULTS

Responses of the Pharmaceutical Companies

Twelve out of 20 pharmaceutical companies produc-

ing the oral antibiotics under study promptly re-

sponded to our written communication. 32 One com-
pany was liquidated and one had merged with
another. The response rate was 12/18, 67%. From this

information, we were able to study the prices of 91

brand products including generics consisting of 27

standard oral forms in 57 different containers con-

taining different amounts.

Price Differentials

Price per mg. of the active ingredient decreased sig-

nificantly by an average of 20% for all the products
as the number of antibiotic units increased in con-

tainers of the same commercial form and brand name

TABLE 3

AVERAGE PERCENTAGE OF COSTS-SAVED BY
SELECTING THE LEAST EXPENSIVE PRODUCT FOR A
GIVEN COMMERCIAL FORM AMONG ALL PRODUCTS

EXCLUDING THE MOST EXPENSIVE ONES;
SIGNIFICANCE OF DIFFERENCES

Significance

of Difference Average %
Antibiotic p< . . . Cost-Saving

Erythromycin .005 39

Amoxicillin .001 56

Ampicillin .001 53

Tetracycline .05 59

Chloramphenicol .05 53

Average % of Cost-Saving in all products = 52%

(Table 1).

Regardless of brand names, the average price of

the most expensive products for a given commercial

form was significantly higher by an average of 60%
more than the average for the least expensive prod-

ucts (Table 2).

The average price for the least expensive prod-

ucts for a given commercial form when compared
with the average price of all products excluding the

most expensive ones was significantly lower by an

average of 52% (Table 3).

One unexpected finding was that generic prod-

ucts manufactured by some companies were more
expensive than the least expensive brand products

revealed by the study. These were capsules of 250

mg.s in containers of 100 both for amoxicillin and

erythromycin. This finding does not support the views

which assume that generic products are less expen-

sive than brand products. 7

Availability of Least Expensive Products

in Pharmacies

Of the 54 pharmacies sampled in both areas, seven

(13%) did not wish to participate in the study. There-

fore, interviews were undertaken with the remaining

47 (87%) pharmacies. Twelve pharmacies (26%) did
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not have any of the products in our list of the least

expensive oral antibiotics. The remaining 35 (74%)

pharmacies had an average of 3.4 (9.7%) of the prod-

ucts listed. Overall availability of the least expensive

products in all of the pharmacies studied was 2.5%.

Three pharmacies (6.4%) declined to give the re-

tail prices of the products listed, although, they said

that they had some of them in stock. None of the

pharmacies had products less expensive than the ones

listed by the study. The prices of products listed under

the least expensive varied greatly among pharmacies.

A total of 30% of the pharmacies which had some of

the products listed under least expensive gave the

same retail price given by the manufacturers. The
remaining 70% gave retail prices as much as 331%
(average 173%) more than the retail prices of the man-
ufacturers.

DISCUSSION

Results of the study show that both dispensing from

larger containers without practicing drug-product se-

lection and brand interchange excluding generic

products can lead to significant cost-savings. How-
ever, both of these approaches can be practiced pro-

vided that pharmacies have larger containers and less

expensive products in stock and the pharmacists are

willing to dispense less expensive products. Survey

of the pharmacists yielded that only a few of the least

expensive products listed in the study were available.

These findings raise the question “What factors in-

fluence the decision to purchase products in phar-

macies?" Some surveys suggest that reputation of the

manufacturer, preserver's influence as well as the

quality and availability of the product and availability

of information on the product play the leading roles .

8

One of these factors, "quality of the product" poses

challenging questions such as "are there products of

low quality in this country in spite of all the controls

and regulations enforced by Federal agencies such as

FDA?," "do they (pharmacists) have a formal source

of scientific information or are they basing their as-

sumptions about quality on a few observations or con-

sumer complaints?" These questions are in need of

answers before the present drug product selection

practices can be objectively evaluated.

Survey of the pharmacies showed that price var-

iation among the pharmacies for the same amount of

the same drug was as much as 331%. This surprising

variation has also been observed in other stud-

ies.
3' 7, 33 According to Gumbhir and Rodowskas, "these

differences are not dependent upon the operational

characteristics of pharmacies, but probably are a func-

tion of the difference in drug cost to pharmacy ." 4

Results of the study show that dispensing from larger

containers leads to significant cost savings since

wholesale prices are apt to decrease as the amounts
purchased by the pharmacy increase. This is justifi-

able by decreasing costs of manufacturing and in ac-

cordance with the general rules of market economy.

However, for a given product the amounts purchased

by a pharmacy is likely to be dependent on the fre-

quency of dispensing that drug. Therefore, a drug

which is dispensed only several times a year is not

expected to be bought in large quantities and con-

tainers. Yet, is this a general practice? Even if this is

general practice, it does not necessarily mean that

pharmacies purchase those drugs which they dis-

pense most in large containers. They may purchase

large quantities but in many small containers. As this

study has shown price differentials are significant be-

tween a variety of containers. These questions under-

line the importance of research on the purchasing

practices of pharmacies.

Some reports blame the physicians and expect

them to prescribe lower priced drugs .

7' 34
It will be

very unrealistic to expect the physicians to keep an

inventory of prices for drugs in this turmoil of a fluc-

tuating pharmaceutical market. There are hundreds
of brand and generic products and many new ones

are being introduced to the market every day. Even
if we assume that the physicians can play a role, the

actual drug-product selection and the cost-saving

process take places at the pharmacies at the discretion

of the pharmacists. While at the pharmacies, many
factors yet to be uncovered are influential. In short,

effective drug product selection leading to potential

cost-savings does not seem to be the responsibility of

the prescribers and pharmacists only. Both profes-

sionals are bound by factors inherent to their practices

and do not readily have access to a thorough and
updated price listing of the drugs in the market. At

the present state of affairs, they neither have a need
nor an apparent incentive to maintain such a list of

the least expensive products.
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Platt suggests that, governments can play a much
more active role in containing health care costs, since

no party is willing to do it voluntarily. He does not

think that consumer education will play a major role

in cost-containment in this environment where ad-

vances in diagnosis and treatment are aggressively

promoted which in turn significantly increases public

interest in these advances. 35 Hirsch advocates pro-

motion of competition by facilitating informed con-

sumer choice. 36

The findings of the study as well as these sug-

gestions for cost-containment confront us with the

following questions in drug product selection: 1) is

the information on drug prices and the magnitude of

their variation for the same amount of the same drug

which can lead to potential cost-saving readily avail-

able to all concerned parties, including the con-

sumers? 2) can systematically updated provision of

such information bring about effective drug-product

selection? 3) if so, whose responsibility will it be to

provide this information?

The majority of the drug product selection laws

were enacted during the last decade. Accumulating

experience and pressures both from consumers and

third parties as well as the soaring costs of heatlh care

are expected to enhance research which will answer

the majority of these questions posed in this study.

However, one ethical issue remains to be challenged

as soon as possible and that is “How long are we
going to let the consumers pay for these incredible

price differences?"
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Dx: recurrent herpes labialis

EAST H5GH ST
“HERPECIN-L is my treatment of choice for

perioral herpes,” GP, NY

“HERPECIN-L appears to actually prevent the

blisters . . . used soon enough.” DOS, MN

“HERPECIN-Lf. . . a conservative approach
with low risk/high benefits.” MD, FL

“Used at prodromal symptoms . . . blisters

never formed . . . remarkable.” DH, MA
“(In clinical trials) . . . response was dramatic.

HERPECIN-L .
.
proven far superior.” DDS, PA

“All patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
averted the attacks.” MD, AK

OTC. See P.D.R. for information. For samples to make
your own clinical evaluation, write: Campbell Laboratories,

Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

10150

In Louisiana HERPECIN-L is available at all Eckerd,

K & B and Walgreens and other select pharmacies.



PROFESSIONAL LISTINGS

Plastic Surgery Associates

Simeon H. Wall, M.D.
John P. Valiulis, M.D.
Stephen J. Ramey, M.D.

Plastic & Reconstructive Surgery

Surgery of the Hand
Cosmetic Surgery Microsurgery

940 Margaret Place, Suite 300 Shreveport, La. 71101

(318)221-1629

JAMES B. JOHNSON, M.D.
(A Professional Corporation)

Plastic & Reconstructive Surgery

Cosmetic Surgery

4770 1-10 Service Road Metairie, Louisiana 70001

454-6103

We Can BeA Positive Reflection On
Your Practice.

At Diagnostic Imaging Services, we know the importance of providing your patients with caring, quality radiology

services. And we strive to do so in a manner which enhances your relationships with your patients.

Our offices are conveniently located in Metairie and Kenner, open weekdays and Saturdays to serve you and
your patients.

Our practice offers:

• X-rays and CT Scanning

• Mammography/patient

education

• Ultrasound and amniocentesis

• Nuclear imaging

• Office myelography

• Outpatient angiography

• Immediate telephone consultation

with our board-certified radiologists

• Same-day reports

• Immediate appointments

• Insurance staff to assist your patients

• Ample parking

• EKG and laboratory facilities on-site

We welcome the opportunity to serve you and your patients. Give us a call at 888-7921 in Metairie or 464-5711 in Kenner.

DIAGNOSTIC IMAGING SERVICES

RADIOLOGISTS AND DIRECTORS
DOCTORS SIMS. SOLL, VOTH AND ASSOCIATES
3625 HOUMA BOULEVARD 325 W ESPLANADE AVENUE
METAIRIE. LOUISIANA 70006-9990 KENNER. LOUISIANA 70065-2541

(504)888-7921 (504)464-5711
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WHILE YOU'RE BUSY
TAKING CARE OF PATIENTS,

WHO TAKES CARE OF YOU?

WE DO.

Louisiana Medical Mutual Insurance Company
(LAMMICO)

is proud to announce the formation of

Louisiana Physicians Insurance Agency, Inc.

A wholly owned subsidiary of LAMMICO

to more fully address the insurance needs of Louisiana physicians.

Products and services which are offered include:

• Office Package

Premise Liability

Building and Contents

• Workers Compensation

• Homeowners

• Personal Automobile

• Motorcycles

• Umbrella

• Term, Whole or Universal Life

• Accident and Health

• Individual financial consulting and

estate planning

In providing the above at competitive rates, The Agency represents only the most reputable

companies. Furthermore, The Agency's policies and programs have been developed with a

view to meeting the particular requirements of physicians and their employees.

For additional information
, p/ease contact

Louisiana Physicians

Insurance Agency, INC.

A Wholly Owned Subsidiary of LAMMICO

• 433 Metairie Road, Suite 602 •

• Metairie, Louisiana 70005 •

• (504) 837-3257 • 1-800-331-5777 •



EDITOR

MANNIE D. PAINE, JR, MD

GENERAL MANAGER

RENE G. ABADIE

MANAGING EDITOR

BONNIE L. BLUNDELL

CONTRIBUTING EDITOR

FRANK J. ILARDI, MD

JOURNAL COMMITTEE

CONWAY S. MAGEE, MD
Chairman

A.G. KLEINSCHMIDT, JR, MD
PAUL F. LARSON, MD

W. CHARLES MILLER, MD
EMILE K. VENTRE, JR, MD
JACK T. CAPPEL, JR, MD

Ex officio

ADVERTISING SALES

SISSY SULLIVAN-HANSEN

TOURNAL
OF THE LOUISIANA STATE MEDICAL SOCIETY 1987

VOLUME 139 / NUMBER 2 / FEBRUARY

ARTICLES
Established 1844. Owned and edited by

The Journal of the Louisiana State Medical

Society, Inc., 1700 Josephine Street, New
Orleans, Louisiana 70113-1596.

Copyright 1987 by The Journal of the Loui-

siana State Medical Society, Inc.

Subscription price is $12 per year in ad-

vance postage paid for the United States;

$15 per year for all foreign countries

belonging to the Postal Union; $1.50 per

single issue.

Advertising: Contact Sissy Sullivan-

Hansen, 1700 Josephine Street, New
Orleans, LA; (504)561-1033, (800)462-9508.

Postmaster: Send address changes to 1700

Josephine Street, New Orleans, LA
70113-1596.

David E. Schenk 22
Patricia C. Moynihan, MD

Jerome S. Blackman, MD 31

40

Nesidioblastosis: Diagnosis

and treatment

Character traits underlying

self-neglect and their

connection with
heart disease

Advisory opinion of the

Medicolegal

Interprofessional Committee

The Journal ISSN 0024-6921 is published

monthly at 1700 Josephine Street, New
Orleans, LA 70113-1596. Second-class

postage paid at New Orleans and at

additional mailing offices.

Articles and advertisements published in

the Journal are for the interests of its

readers and do not represent the official

position or endorsement of The Journal of

the Louisiana State Medical Society, Inc. or the

Louisiana State Medical Society. The

Journal reserves the right to make the

final decision on all content and

advertisements.

DEPARTMENTS

7 New Members
9 ECG of the Month

13 Otolaryngology/Head

and Neck Surgery Report

19 Bookshelf

20 Calendar

46 Classified Advertisements



INFORMATION FOR AUTHORSi
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MANUSCRIPTS should be of a reasonable length

and double spaced on firm white paper 8V2 x 1

1

inches with adequate margins. This applies to all

text elements: references, legends, footnotes, etc.

Single spaced manuscripts and photo copies will

not be considered. The original and one duplicate

should be submitted. Manuscripts are received

with the explicit understanding that they are not

simultaneously being considered by any other pub-

lication. Accepted manuscripts become property of

THE JOURNAL and may not be published else-

where without permission from the author and THE
JOURNAL. Manuscripts are subject to copy edit-

ing.

TITLE PAGE should carry (1 ) the title of the article,

which should be concise but informative; ( 2 ) first

name, middle initial, and last name of each author,

with highest academic degree(s); (3) name and

address of author to whom requests for reprints

should be addressed, or statement that reprints will

not be available from the author.

ABSTRACT should be the second page consisting of

no more than 1 50 words. The abstract should be a

factual (not descriptive) summary of the work and

should contain: 1 ) a brief statement of the paper's

purpose, 2) the approach used, 3) the material stud-

ied, and 4) the results obtained. Emphasize new
and important aspects of the study or observations.

KEY WORDS should follow the abstract and be

identified as such. Provide three to 1 0 key words or

short phrases that will assist indexers in cross-

indexing your article. Use terms from the Medical

Subject Headings list from Index Medicus when
possible.

SUBHEADS should be used to provide guidance for

the reader. This format is flexible but the subheads
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Case Reports, and Discussion.
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NEW MEMBERS
Applications for membership have been received from the follow-

ing physicians by the respective parish medical societies as of No-

vember 24, 1986. The Louisiana State Medical Society is pleased to

welcome:

Jefferson

Richard C. Kline, MD, 1514 Jefferson Hwy., New Orleans 70121.

Dr. Kline received his medical degree from Louisiana State Uni-

versity in New Orleans in 1980. He specializes in gynecologic on-

cology.

Carl R. Martino, MD, 4200 Houma Blvd., Metairie 70011. Dr. Mar-

tino received his medical degree from Case Western Reserve in

1980. He specializes in diagnostic radiology.

< Lafayette

Wilson H. Luy-Tan, MD, 4212 West Congress Street, Lafayette

70506. Dr. Luy-Tan received his medical degree from the University

of Philippines in 1979. He specializes in neurology.

Debra R. Zimmerman, MD, 4550 Ambassador Caffery, Lafayette

70505. Dr. Zimmerman received her medical degree from the Uni-

versity of Illinois in 1974. She specializes in internal medicine.

Richard W. Zimmerman, MD, 4550 Ambassador Caffery, Lafayette

70505. Dr. Zimmerman received his medical degree from the Uni-

versity of Illinois in 1974. He specializes in internal medicine.

Natchitoches

Otis R. Barnum, DO, 215 Highway 1 South, Natchitoches 71457.

Dr. Barnum received his degree from Kansas City College of Os-

teopathy in 1977. He specializes in internal medicine.

Orleans

Dennis Kay, MD, 1514 Jefferson Hwy., New Orleans 70121. Dr.

Kay received his medical degree from Tulane University in 1981.

He specializes in diagnostic radiology.

William M. Swartz, MD, 1430 Tulane Ave., New Orleans 70112.

Dr. Swartz received his medical degree from the University of

Colorado in 1972. He specializes in plastic surgery.

Rapides

Julio E. Iglesias, MD, 431 West Lafayette St., Winnfield 71483. Dr.

Iglesias received his medical degree from the National University

of Cordoba in 1973. He specializes in general surgery.

Joe H. Rankin, MD, 3330 Masonic Drive, Alexandria 71301. Dr.

Rankin received his medical degree from the University of Texas

in Houston in 1981. He specializes in radiology.

Fielding C. Sauls, MD, 201 Fourth Street, Alexandria 71301. Dr.

Sauls received his medical degree from Louisiana State University

in New Orleans in 1977. He specializes in cardiothoracic surgery.

St. Tammany
Dorothy H. Banish, MD, Route 1, Box 10-B, Hwy. 21, Covington

70433. Dr. Banish received her medical degree from New York

Medical College in 1980. She specializes in internal medicine.

Thomas H. Hall, MD, 1922 Corporate Square, Suite D, Slidell

70458. Dr. Hall received his medical degree from Louisiana State

University in New Orleans in 1983. He specializes in internal med-

icine.

Michael J. Haas, MD, 2615 N. Causeway Approach, 1-177, Mande-
ville 70448. Dr. Haas received his medical degree from Louisiana

State University in New Orleans in 1983. He specializes in family

practice.

Deborah L. Pickens, MD, 1001 Gause Blvd., Slidell 70458. Dr.

Pickens received her medical degree from the University of Ar-

kansas in 1981. She specializes in pediatrics.

Ronald D. Sylvest, MD, 1270 North Hwy. 190, Covington 70433.

Dr. Sylvest received his medical degree from Louisiana State Uni-

versity in New Orleans in 1980. He specializes in orthopaedics.

Shreveport

Carol S. Clemons, MD, 2515 Line Avenue, Shreveport 70114. Dr.

Clemons received her medical degree from Louisiana State Uni-

versity in New Orleans in 1981. She specializes in ophthalmology.

Juanita G. McBeath, MD, 1800 Irving Place, Shreveport 71101. Dr.

McBeath received her medical degree from the University of Texas

Southwestern Medical School in Dallas in 1983. She specializes in

neurology.

Terrebonne

Rodney J. Landreneau, MD, 301 Williams Avenue, Houma 70360.

Dr. Landreneau received his medical degree from Louisiana State

University in New Orleans in 1978. He specializes in general sur-

gery.

Intern/Resident Members

EAST BATON ROUGE

Robert L. Crosby III, MD, 711 Concordia, Baton Rouge 70806. Dr.

Crosby received his medical degree from the University of Missis-

sippi in 1972. He specializes in internal medicine.

Karl G. Haydel, MD, 5825 Airline Hwy., Baton Rouge 70805. Dr.

Haydel received his medical degree from Louisiana State University

in New Orleans in 1986. He specializes in family practice.

SHREVEPORT

Robert J. Bashaw, MD, 1520 Kings Hwy., Shreveport 71130. Dr.

Bashaw received his medical degree from the University of Texas

in Galveston inl983. He specializes in ophthalmology.
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DX:CANCER
Now Y)ur
Patient Needs
Every Advantage.
When cancer is diagnosed,

your patient looks to you—
to recommend, to advise, to

discuss all the available

options: chemotherapy,

radiation therapy, surgery.

Sometimes they want

answers to very difficult

questions. They want

access to the most current

therapies. They need

emotional support.

When we planned The
Center for Living with

Cancer, we addressed every

need of the oncology

patient, from initial

diagnosis through

treatment. The physical

facility is unparalleled,

including family kitchen,

whirlpool, patient teaching

facility, and Murphy beds

for family. The nursing

staff’s expertise in

chemotherapy adminstra-

tion is complimented by

support groups and

individual counseling to

address non-medical

concerns.

Our staff and oncologists

will discuss the most

advanced treatment

modalities with you,

including protocols in use

at the major research

centers.

We offer inpatient care,

outpatient services, and an

integratedplan of care in

consultation with the

referring physician— every

advantage for your patients

with oncologic diagnosis.

Any patient

with an
oncological

diagnosis may
be admitted to

The Center for

Living with Cancer
by a member of East

Jefferson General’s

medical staff. There is

no additional charge
inpatient care in the

specialized facility.

For more information,

please call Ms. Sallie Herrle,

Unit Director,

at (504) 454-5500.

TheCenterFor

LIVING
WITH CANCER
EAST JEFFERSON GENERAL HOSPITAL

4200 Houma Blvd./ Metairie, LA 70011
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

MASQUERADERS

JORGE I. MARTINEZ-LOPEZ, MD

The rhythm strip shown below, precordial lead V lr belongs to a 63-year-old black woman. It was recorded

a few hours after surgery. No other information accompanied the tracing.

What is your diagnosis? Elucidation is on page 11.
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Now America’s
oldest professional

liability insurer
has come to
Louisiana.

The newest professional liability

insurer in Louisiana is the oldest

in the nation. The Medical Pro-

tective Company pioneered the

concept ofprofessional protection

before the turn of the century

and has been serving doctors

exclusively ever since. Through
good times and bad.

With the current liability crisis

escalating, you need to take a

close look at your coverage and
the company that stands behind
it. Then take a close look at us.

You’ll see we carry the highest

rating from A.M. Best, the firm

that tracks the financial stability

of insurance companies nation-

wide. Beyond that, you’ll find

complete protection at premium
rates that are likely lower than

you’re currently paying. Plus

the personal attention and
claims prevention assistance

you deserve.

Contact Dale Weaver today at

504/291-1807. He’s the oldest

company’s representative in its

newest state. And he’s here to

serve you.

f a? i) fciw r,
' i>urr c wcr i< t y si

Dale Weaver, 2900 West Fork Drive, Suite 200
Baton Rouge, Louisiana 70827, (504) 291-1807
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ECG of the Month
Case presentation is on page 9.

DIAGNOSIS: Sinus tachycardia; intermittent, wide QRS
complexes, cause to be established.

Sinus tachycardia, at 107 times a minute, is associated

with normal PR, QRS and QT intervals. The QS pat-

tern observed in the narrow QRS complexes repre-

sents a normal variant and not an old myocardial

infarction.

Prominent throughout the rhythm strip are the

abnormally wide QRS complexes of identical config-

uration, which recur primarily in a trigeminal pattern.

Each of the wide QRS complexes is preceded by a P
wave— with a very short PR interval— and followed

by secondary ST-T wave changes.

The genesis of these wide QRS complexes is the

subject of the discussion to follow.

DISCUSSION

It is often difficult to decide whether abnormally wide
QRS complexes occur as a result of ventricular ectopic

activity or in response to a supraventricular electrical

impulse. To make this distinction, it is customary to

record long rhythm strips and, in most instances, pre-

cordial lead Vj is selected because of its established

value in differentiating between complete RBBB, aber-

rant ventricular conduction, and ventricular ectopy.

Examination of rhythm strips includes a search for

atrial activity and analysis of the configuration of the

wide QRS complexes. A preceding P wave, if present,

is said to be “the most helpful criterion" for distin-

guishing between wide QRS complexes of supra-

ventricular origin and those caused by ventricular ec-

topic activity. However, the presence of a P wave in

front of a wide QRS complex does not imply auto-

matically that a supraventricular impulse is respon-

sible for the wide QRS complex. With respect to the

wide QRS itself, it has been shown that certain con-

figurations are more likely to be associated with su-

praventricular impulses, while others are more likely

to indicate a ventricular ectopic origin.

Further examination of the tracing shown above
discloses that each of the wide QRS complexes: (a)

measures 0.12 sec; (b) has an “atypical" RBBB pattern;

(c) is preceded by a P wave — with a very short PR

interval of inconstant length; and (d) has a fixed cou-

pling interval with the preceding narrow QRS. Of
particular importance, as will be seen later, is the first

PR interval that follows the wide QRS complex: it is

always longer than all other PR intervals.

In view of the above, the diagnostic possibilities

that must be considered to explain the wide QRS com-

plexes are three: atrial premature impulses with aber-

rant ventricular conduction, intermittent ventricular

pre-excitation, and ventricular ectopic activity.

Aberrant ventricular conduction (AVC) is a benign

electrophysiological phenomenon that may occur with

any supraventricular rhythm in either normal or ab-

normal hearts. AVC is dependent upon unequal re-

fractory periods of the bundle branches, early impulse

formation, or length of the preceding R-R interval.

AVC occurs whenever one or more supraventricular

impulses arrive early at the intraventricular conduct-

ing system, finds one of the bundle branches in a

refractory state, and have to propagate to the ventri-

cles by way of the intact branch, and then from muscle

fiber to muscle fiber. The resulting abnormal propa-

gation of the impulse causes a wide, distorted QRS,
usually with a classic RBBB pattern.

That the wide QRS complexes present in the trac-

ing are not due to AVC caused by atrial premature

impulses (API) is supported by the following find-

ings. First, measurement of P-P intervals shows that

P waves that precede the wide QRS complexes fall at

the expected time. Therefore, they are not premature,

but sinus P waves. Second, PR intervals for the wide

QRS complexes are too short. APIs that find refrac-

toriness downgrade are associated with lengthened

PR intervals. Third, the configuration of the wide QRS
complexes is not consistent with that recorded during

AVC. Fourth, no incomplete compensatory pause fol-

lows wide QRS complexes. APIs usually have the

capacity to enter the sinus node, discharging and re-

setting it, resulting in incomplete compensatory
pauses.

Ventricular pre-excitation (VP), the second diag-

nostic possibility, implies that, in relation to atrial

events, some or all of the ventricular muscle is de-

polarized earlier by supraventricular impulses than

would be expected had the impulse depolarized the

ventricles by way of the normal atrioventricular con-

ducting system. VP can occur when one or more ac-

cessory pathways, which bypass the normal con-

ducting system at some point, are present. Typically,
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VP causes characteristic changes in the ECG: a short

PR interval (p.12 sec or less), a broad QRS complex

(0.12 sec or longer), an initial delta wave, and sec-

ondary ST-T wave changes. VP can occur intermit-

tently and has been reported in 25% to 76% of pa-

tients.

The wide QRS complexes in this tracing do not

represent intermittent VP. In the first place, the wide

QRS complexes do not display a delta wave; nor were

any recorded in the other 11 leads. Lastly, the sinus

P waves preceding the wide QRS complexes move
into and out of the QRS without having any effect in

either the configuration or the duration of the QRS.
Movement of the sinus P wave is caused by sinus

arrhythmia, which also causes the variation in length

of the short PR interval.

Ventricular ectopy, therefore, remains as the only

viable mechanism responsible for the wide QRS com-

plexes. Although ventricular premature impulses (VPI)

most often occur in either early or mid-diastole, VPIs

can occur late in diastole (end-diastolic). Because end-

diastolic VPIs occur so late, they may either intersect

the P wave or follow it causing an illusory short PR
interval. Observations gleaned from the rhythm strip

lend strong support for a ventricular ectopic origin

for the wide QRS complexes. The first is the config-

uration of the wide QRS complexes: although a so-

called RBBB pattern is present, it is significantly dif-

ferent from the "classic” appearance of RBBB, and
indicates left ventricular ectopic activity. A second

finding supporting ventricular ectopy is the length-

ening of the first PR interval after each wide QRS.
This first interval is always longer than that of sub-

sequent PR intervals of narrow QRS complexes. This

finding is indirect, but conclusive, evidence in favor

of ventricular ectopy and represents concealed retro-

grade ventriculo-atrial conduction. Simply stated, this

means that the end-diastolic VPI depolarized the ven-

tricular musculature anterogradely and, at the same
time, was conducted retrogradely causing depolari-

zation of the bundle of His and AV node. Therefore,

when the next sinus impulse descended toward the

ventricles, it encountered partial refractoriness as it

traversed the AV node and bundle of His. Because
the end-diastolic VPI occurs so late in diastole, it is

not capable of totally blocking the subsequent sinus

impulse and no compensatory pause — complete or

incomplete — occurs.

Masqueraders are relatively common in electro-

cardiography, but the astute interpreter can usually

recognize their true identity. Wide QRS complexes

preceded by a P wave may masquerade as either AVC
or VP, when they really are end-diastolic VPIs. Ac-

curate identification is not of intellectual importance,

but rather of clinical and therapeutic importance.
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OTOLARYNGOLOGY/
HEAD AND NECK SURGERY REPORT

RHINOPHYMA: A SURGICAL
MANAGEMENT

MACK L. CHENEY, MD; THOMAS A. GRAVES, MD;

PAUL A. BLAIR, MD

Rhinophyma is a disease of the nose characterized

by chronic inflammation and hypertrophy of the

skin. The process represents a significant cosmetic

deformity and it has been generally considered to

be the final stage of acne rosacea. A brief review
of the etiology of rhinophyma and our method of

surgical management is presented.

Although there is no consensus as to the etiology

of rhinophyma, the disease has been associated

with excessive alcohol consumption, gastric disor-

ders, and the intake of spicy foods .

1 However, neither

clinical investigation nor past history elicited from pa-

tients has substantiated a definite relationship to al-

cohol addication. One theory regarding the etiology

of acne rosacea has been that in many instances the

disease is caused by the organism, Demodex folliculo-

rum, which invades the sebaceous glands and folli-

cles. Some have reported cures of the disease with

the use of parasiticidal ointments alone .

2

PATHOLOGY AND PATHOGENESIS

The first stage of acne rosacea is one of erythema

which affects the central areas of the face. In the initial

stages it is transient, but as the disease progresses it

becomes more permanent. Telangiectasia appear on

the nose and the medial portions of the cheek. After

a variable period of time, the second stage of the

disease begins and the face becomes oily and acnei-

form lesions of the nose and face appear.

In some instances the third stage of the acne ro-

sacea will develop varing in time from a few months
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Fig 1. Anterior view of rhinophymatous nose. Fig 2. Posterior view of rhinophymatous nose.

to years. The nasal tip and alae become enlarged dur-

ing this stage owing to progressive, benign, but

marked hypertrophy of the sebaceous glands, the

blood vessels, and connective tissues of the nose. It

is at this point in the clinical evolution of this disease

that the patient can be diagnosed as having rhino-

phyma. Characteristically the nose appears red, rough,

and nodular in character with associated telangiec-

tasia of the face and nasal region. 2

This condition typically develops very slowly over

a period ranging from five to 20 years. The course of

the disease is chronic and presents no symptoms other

than the characteristic cosmetic deformity, however,
nasal breathing can be impaired in the advanced stages

of this disease.

DIAGNOSIS

Rhinophyma is easily diagnosed in most cases as the

patient will have the dull, red, purplish color of the

nose with associated multinodular involutions of the

alae and nasal tip. Hypertrophy of the tissue of the

nose produce lobulated masses varing in size from

3mm to several centimeters. When the disease has

become highly developed the nost appears prodigious

and is markedly disfigured (Figs l, 2). Microscopi-

cally, there is a squamous epithelium with slight hy-

perkeratosis, hypertrophy and hyperplasia of the se-

baceous glands distended with keratin. There is also

squamous cell metaplasia and fibrosis with chronic

(continued to page 17)
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Fig 3. Method of loop cauterization of nasal dermis.

Fig 4. Method of nasal dermabrasion.

Fig 5. Nasal contour at completion of dermabra-

sion.

(continued from page 14)

inflammation of the dermis .

2 - 3

SURGICAL TREATMENT
In the treatment of rhinophyma, both surgical and

non-surgical measures have been employed. Radia-

tion has been used by some but has been of limited

effectiveness in treatment .

4
It is our feeling that sur-

gical management of rhinophyma in early and ad-

vanced stages is optimal. Our method of correction

will be discussed. Once the diagnosis of rhinophyma
is made, the patient is educated as to the disease

process and is offered surgical management for cor-

rection of the cosmetic deformity. The combination
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of electrocuatery excision and dermabrasion has

proven effective in a series of five cases performed in

the last four years at Charity Hospital in New Orleans

and the Veterans Administration Hospital in Biloxi.

The loop cautery is used to debulk the lobulated

tissue of the dermis and to sculpture the tissue over-

lying the nasal cartilages (Fig 3). The dermabrater is

used to fine-tune the resection and provide good cos-

metic contour of the alae and nasal tip (Figs 4, 5). The
nose is then covered with vaseline gauze dressing for

a period of approximately two weeks. A light dressing

can be employed for the remaining recovery period

which will last from three to four weeks. In our hands,

this has proved to be an effective method of managing
rhinophyma and, although we lack a long term fol-

low-up in our five patients, we have had no recur-

rence of this cosmetic problem.
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The journal seeks reviews of the following books.

Interested physicians should contact Frank J. Ilardi, MD,
Book Review Editor, Journal of the LSMS, 5000 Highway 190,

Suite D-3, Covington, Louisiana 70433.

BOOKSHELF
CURRENT EMERGENCY THERAPY
Richard Edlich, MD; Daniel Spyker, MD (eds), Aspen
Publishers, Inc., Rockville, MD, 1986, 314 pages.

DIMENSIONS OF GRIEF
Steven Shuchter, MD, Jossey-Bass, Inc. Publishers,

San Francisco, CA, 1986, 360 pages.

FAMILY PRACTITIONER S GUIDE TO
TREATING DEPRESSIVE ILLNESS
Joseph H. Talley, MD, Precept Press, Inc., Chicago,

IL, 1986, 303 pages.

MEDICAL ASSESSMENT OF THE ELDERLY
SURGICAL PATIENT
Gwen Seymour, MD, Aspen Publishers, Inc., Rock-

ville, MD, 1986, 314 pages.

OB/GYN EMERGENCIES: THE FIRST SIXTY
MINUTES
Roy Farrell, MD (ed). Aspen Publishers, Inc., Rock-

ville, MD 1986, 340 pages.

“DO YOU KNOW A PSYCHIATRIC HOSPITAL

WHERE MY CHILD CAN RE TREATED?”

Referring a family to a psychiatric hospital for their

child’s treatment can be a difficult decision for any

physician. At River Oaks, our staff understands the

special needs of both the patient and the family in

coping with mental illness, behavior problems, and

emotional disorders. River Oaks — a private,

126-bed facility, offers a broad range of programs for

the individual.
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733-5591.
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New Orleans, LA 70123 John A. Stocks, M.D.
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Gregory P. Roth William R. Sorum, M.D.
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ALENDAR

March

March 1-6

IX World Congress of Plastic & Reconstructive Surgery,

New Delhi, India. Contact: Aloke C. Bagchi, Program Coor-

dinator, IX World Congress of Plastic Surgery, 6101 N.
Talman Ave., PO Box 59577, Chicago, IL 60659;

(312)465-8337.

March 1-6

Internal Fixation in Hand Surgery, Vail, Colorado. Contact:

American Society for Surgery of the Hand, 3025 South Parker

Road, Suite 65, Aurora, CO 80014; (303)755-4588.

March 1-7

Internal Medicine Symposium, Cancun, Mexico. Sponsored
by the University of Kansas Medical Center. Contact: Eileen

Buttron, Office of Continuing Education, 39th and Rainbow
Blvd., Kansas City, KS 66103; (913)588-4494.

March 1-7

Update '87: Office Obstetrics and Gynecology, Shadow
Ridge Resort, Park City, Utah. Presented by Scott & White.

Contact: Charlene E. Lee, Communications Specialist, Scott

& White, 2401 South 31st Street, Temple, TX 76508;

(817)774-2821.

March 1-8

Winter Scientific Seminar, Ski Utah for Mardi Gras, Park
City, Utah. Offered by the Orleans Parish Medical Services

Bureau in conjunction with the Orleans Parish Medical Socie-

ty. Contact: OPMS, 1800 Canal Street, New Orlenas, LA
70112; (504)523-2474.

March 2-6

Internal Fixation in Hand Surgery, Vail, Colorado. Spon-
sored by the American Society for Surgery of the Hand. Con-
tact: American Society for Surgery of the Hand, 3025 South
Parker Road, Suite 65, Aurora, CO 80014; (303)755-4588.

March 5-7

2nd International Interdisciplinary Conference on Hyperten-
sion in Blacks, Peachtree Plaza Hotel, Atlanta, Georgia.

Sponsored by Emory University School of Medicine,
American Heart Association, National Heart, Lung and Blood
Institute and the Association of Black Cardiologists. Contact:

Continuing Medical Education, Emory University School of

Medicine, 110 WHSCAB, 1440 Clifton Road, NE, Atlanta,

GA 30322; (404)727-5695.

March 8-13

U.S. - Canadian Division of the International Academy of

Pathology Annual Meeting, Chicago, Illinois. Contact: Dr.

Nathan Kaufman, U.S. - Canadian Division of the Interna-

tional Academy of Pathology, Building C, Suite B, 3515

Wheeler Road, Augusta, GA 30909; (404)733-7550.

March 8-13

8th Annual Mammoth Mountain Emergency Medicine Ski

Conference, Mammoth Lakes, California. Contact: Medical

Conferences, Inc., PO Box 52-B, Newport Beach, CA 92662;

(714)650-4156.

March 9-13

Hawaii 87: Critical Issues in Primary Care, Waiohai Hotel,

Poipu Beach, Kauai, Hawaii. Sponsored by the Pacific In-

stitute of Continuing Medical Education and the Hawaii
Medical Association. Contact: Valerie Murray, Pacific In-

stitute of Continuing Medical Education, PO Box 1059, Koloa,

Kauai, HI 96756; (808)742-7471.

March 12-14

2nd International Conference on Monoclonal Antibody Im-

munoconjugates for Cancer, Hotel Inter-Continental, San
Diego, California. Contact: UCSD School of Medicine, M-017,

Continuing Medical Education, La Jolla, CA 92093;

(619)534-3940.

1987 Annual Meeting

Louisiana State Medical Society

March 12-15, New Orleans

March 14

The Aging Nervous System: Dementia and Behavioral

Changes in the Elderly, Fargo, North Dakota. Sponsored by
the Neuropsychiatric Institute. Contact: Harry A. Whitaker,

PhD, The Neuropsychiatric Institute, 700 First Ave. S, Fargo,

ND 58107; (701)235-5354.

March 16-20

The Physician in Management, Seminar I and II, Sheraton

Sand Key, Clearwater Beach, Florida. Contact: Sherry

Mason, American Academy of Medical Directors, 4830 W.
Kennedy Blvd., Suite 648, Tampa, FL 33609; (813)873-2000.
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March 18-21

3rd National Leukemia Society of America Symposium,
Town & Country Hotel, San Diego, California. Contact:

Medical Programs Dept., Leukemia Society of America, 733

Third Ave., New York, NY 10017; (212)573-8484.

March 19-27

Specialty Series in Primary Care: Cardiology, Infectious

Diseases & Endocrinology, Palm Springs Spa Hotel, Palm
Springs, California. Contact: UCSD School of Medicine, Con-
tinuing Medical Education, M-017, La Jolla, CA 92093;

(619)534-3940.

March 20-21

Motor Speech Disorders: Apraxia and Dysarthria, New
Orleans, Louisiana. Sponsored by Alton Ochsner Medical

Foundation. Contact: CME Office, Ochsner Foundation, 1516

Jefferson Hwy., New Orleans, LA 70121; (504)838-3702.

March 26-28

Advanced Course on Body Contouring, Los Angeles, Califor-

nia. Sponsored by Plastic Surgery Educational Foundation.

Contact: PSEF, 233 North Michigan Ave., Suite 1900,

Chicago, IL 60601.

March 30 - April 2

Perspectives in Family Practice, King Kamehameah Hotel,

Kona, Hawaii. Sponsored by the University of California at

Los Angeles. Contact: Dept, of Continuing Education in

Health Sciences, UCLA Extension, 10995 LeConte Ave., Los
Angeles, CA 90024; (213)825-7186.

March 30 - April 10

Family Practice Review - A Comprehensive Update, Omaha,
Nebraska. Sponsored by the University of Nebraska College

of Medicine. Contact: Marge Adey, University of Nebraska
Medical Center, Center for Continuing Education, 42nd and
Dewey Ave., Omaha, NE 68105; (402)559-4152.

April

April 1

What's New in Diabetes, Kansas City, Kansas. Sponsored
by the University of Kansas Medical Center. Contact: Eileen

Buttron, Office of Continuing Education, University of Kan-
sas Medical Center, 39th & Rainbow Blvd., Kansas City, KS
66013; (913)588-4494.

April 1-5

Approaches to Common Hand Problems, Grand Cayman
Islands, British West Indies. Sponsored by Plastic Surgery
Educational Foundation. Contact: PSEF, 233 North Michigan
Ave., Suite 1900, Chicago, IL 60601; (312)856-1818.

April 2-3

Pediatrics, Kansas City, Kansas. Sponsored by the Univer-

sity of Kansas Medical Center. Contact: Eileen Buttron, Of-

fice of Continuing Education, University of Kansas Medical

Center, 39th & Rainbow Blvd., Kansas City, KS 66103;

(913)588-4484.

April 2-5

Rhinoplasty: Nasal Aesthetic and Reconstructive Surgery,

Indianapolis, Indiana. Sponsored by the American Academy
of Facial Plastic and Reconstructive Surgery, Indiana Univer-

sity School of Medicine. Contact: AAFPRS Foundation, 1101

Vermont Ave. NW, Suite 404, Washington, DC 20005;

(202)842-4500.

April 6-8

Newborn Screening for Sickle Cell Disease and Other
Hemoglobinopathies, Bethesda, Maryland. Sponsored by

the National Heart, Lung, and Blood Institute; the National

Institute of Child Health and Human Development; Genetic

Diseases Branch of the Health Resources and Services Ad-
ministration; and the NIH Office of Medical Applications of

Research. Contact: Ms. Nancy Cowan, Prospect Associates,

1801 Rockville Pike, Suite 500, Rockville, MD 20852;

(301)486-6555.

April 10-11

Hypertension: New Directions, Lexington, Kentucky. Con-
tact: Joy Greene, Continuing Medical Education, 132 College

of Medicine Office Building, University of Kentucky, Lex-

ington, KY 50536-0086; (606)233-5161.

April 22-25

Update on Surgery of the Hand and Wrist, Sea Pines, Hilton

Head, South Carolina. Contact: American Society for Surgery

of the Hand, 3025 South Parker Road, Suite 65, Aurora, CO
80014; (303)755-4588.

April 24-25

Contemporary Pediatrics for the Practicing Physician, Lex-

ington, Kentucky. Contact: Joy Greene, Continuing Medical

Education, 132 College of Medicine Office Building, Univer-

sity of Kentucky, Lexington, KY 50536-0086; (606)233-5161.
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NESIDIOBLASTOSIS:
DIAGNOSIS AND TREATMENT
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Nesidioblastosis, a congenital pancreatic beta-cell

hyperplasia, is a condition which results in severe

central nervous system damage if not diagnosed

early. A review of the current literature on the

diagnosis and treatment of nesidioblastosis was
conducted and four recent cases were reviewed.

Long term medical management was found to be

ineffective and a near total pancreatectomy is

recommended.

N
esidioblastosis is a congenital diffuse hyperpla-

sia of the pancreatic beta cells. Clinical symp-
tomology results from severe hypoglycemia second-

ary to hyperinsulinemia and can lead to permanent
mental retardation. If nesidioblastosis is detected earlv

enough, this retardation can be prevented through

rapid and aggressive treatment. However, the large

degree of variation in clinical presentation often leads

to a delay of treatment or misdiagnosis. Four cases of

this condition are reviewed as well as recent literature

on its differential diagnosis. Preferred treatment,

which is now considered to be by surgical rather than

medical means is also discussed.

DIFFERENTIAL DIAGNOSIS
Typically the nesidioblastic child will present during

the first six months of life, often within the first week.
Signs and symptoms may be less obvious, and even
absent, in newborns and infants. 1 Svmptoms will be

the same as those for hypoglycemia and can include,

in order of frequency of clinical presentation, jitteri-

ness, tremors, cyanotic episodes, apathy, convul-

sions, intermittant apneic spells, weakness, high-

pitched cries, headache, limpness, lethargy, difficulty

feeding, eye rolling, twitching, mental confusion,

sweating, pallor, hypothermia, and cardiac arrest. 2

Samples of blood should be drawn during the

initial hypoglycemic episode and evaluated for glu-

cose. The definition of hypoglycemia is a determi-

nation in at least two separate instances of plasma
glucose (PG) levels to be <35 mg% in term infants

during the first 72 hours after birth and <45 mg%
subsequently. Premature infants and children past

infancy are hypoglycemic with PG levels <25 mg%
and <50 mg% respectively. 3

Upon diagnosis of hypoglvcemia, medical man-
agement should be initiated immediately for main-

tenance of normal plasma glucose, as even repeated

subclinical episodes may cause brain damage. 4 Med-
ical management may be accomplished by frequent

oral feedings, dextrose IV, or subcutaneous injections

of epinephrine. Epinephrine is preferable to gluco-

corticoids, glucan, ACTH, or GH because, though its

effects mav be transient, it inhibits insulin secretion

rather than antagonizing the action of insulin. 3

Nesidioblastic infants have inappropriately high

levels of insulin and low levels of ketones. Clinically,

a single finding of all of the following plasma values

in the presence of PG levels of <40 mg% will be di-

agnostic for the condition: insulin >12.1 uU/ml, B-

Hvdroxybutyrate <1.1 mM, and FFAs <0.46 mM. 5

Additional findings can include a requirement for high

levels of IV glucose to keep plasma levels normal (up

to 20 mg/kg/min), a similar physical appearance to

infants of diabetic mothers, and an increased depo-

sition of fat placing these infants in the upper per-

centile ranks of birth weight. 6
It must be stressed,

however, that these infants do not present a unified

or specific svmptomology. Tremendous variation may
be seen between affected individuals, with insulin

values varying enormously in individual patients.

It is often more effective to diagnose nesidio-

blastosis by the elimination of other possible path-

ologies. The following should be considered in the

diagnosis of nesidioblastosis:

A) The patient history should eliminate the pos-

sibility of erythroblastosis fetalis, diabetes, ges-

tational diabetes, 2 or oral hypoglycemic agents. 1

B) Adrenal insufficiency or hypopituitarism may
be ruled out if normal levels of GH, cortisol,

ACTH, and thyroxine are present. 6 - 7

C) Disorders of glycogen breakdown and syn-

thesis may be differentiated from nesidioblas-

tosis in that nesidioblastic children will show a

rise in glucose of 20-25 mg% in response to glu-

cagon 1 mg IM even when hypoglycemic. 8

D) Inborn errors as in amino acid or glucose

metabolism, types I, III, IV glycogen storage dis-

ease, glactosemia, gluconeogenesis, fructose

1-6 diphosphatase deficiency, and fructose in-

tolerance all may be eliminated from consider-

ation if persistent hypoglycemia does not exhibit

hepatomegaly. The urine should show no ke-

tones, reducing substances, or amino acids, nor

should there be high levels of lactic acid or am-
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monia in the blood. 4 - 7 The pH should be normal

with no metabolic ketosis or acidosis. 1

E) Severe tolerance testing has not been found

to be necessary for diagnosis. Leucine and tol-

butamide testing can cause severe hypoglycemic

episodes. If a newborn requires IV glucose levels

higher than 10 mg/kg/min for stabilization, hy-

perinsulinemia should be expected. 3 - 8 - 9

TREATMENT
Nesidioblastosis should be treated as aggressively and
rapidly as possible. 9 The intensity of treatment ap-

pears to be a large factor in the prevention of brain

damage 10 and a positive correlation has been observed

between the delay of surgical treatment and conse-

quent mental retardation. 3 Initial medical manage-
ment in most cases entails IV dextrose and diazoxide.

However, long-term medical management with hy-

drocortisone, diazoxide, chlorothiazide, phenytoin,

propranolol, and glucagon have all been found to be

ineffective. 8

Current literature expresses a general agreement

on the necessity of surgical intervention. 1 Pancrea-

tectomy should be performed in all cases in which an

adenoma is not palpable. Angiography has not been

found useful in the localization of adenomas in very

young children, and since it increases their risk of

complications, it is not recommended. 1 - 7 The pan-

createctomy should be of sufficient degree to avoid

repeated operations. 9 Hamilton evaluated 45 cases

given sub-total pancreatectomy and found that 12 of

these were ineffective. 10 Schiller reported similar find-

ings with two of seven patients needing further sur-

gery. Current research indicates that a near-total (95%)

pancreatectomy should be performed for best re-

sults. 3 - 8 - 10 - 11 A few studies indicate that a total pan-

createctomy may be necessary 1 - 4 - 11 and that patients

may be easily managed post-operatively by insulin

and pancreatic enzyme supplements. 11

CASE STUDIES

Casel: K.S. initially presented within the first 24 hours

post partum. Blood glucose levels were <45 mg%.
D 12 5 was given to stabilize the infant's blood glucose

and the patient was released after three days. That
evening the patient was hospitalized with signs of

jitteriness and lethargy in conjunction with BPG of 20

mg%. D 15 and decadron 1 mg q 6 hours were started

and continued for the next three days. In order to

stabilize blood glucose, IV levels were increased to

D20 and on to a peripheral hyperalimentation solution.

Insulin levels on two separate days were 70 and 55.

All other lab tests were normal. Diazoxide was given

initially at a dose of 12 mk/kg/day. This was increased

to 18 mg/kg/day with IV D 12 5 to keep glucose levels

constant. A 98% pancreatectomy was performed and

post operative hypoglycemia was still present as in-

dicated by the high levels of diazoxide and IV glucose

still necessary. A total pancreatectomy was then per-

formed with .5 u insulin being necessary post oper-

atively. The child was discharged nine days later with

a blood glucose of 94 mg% and no medications.

Case 2: D.S. The first day post partum this infant

had a seizure, became limp and had a blood glucose

level of 5 mg%. IV glucose and decadron Vi mg qid

were given and then tapered off. The infant was dis-

charged at 28 days but was admitted two days later

with a dextrostix of 25 mg% . A leucine challenge test

showed a large increase in insulin with a correspond-

ing drop in glucose. Leucine intolerance was sus-

pected and the child was released on a low leucine

diet. The patient was readmitted two months later

after having repeated seizures and blood glucose lev-

els under 45 mg%. Diazoxide treatment was initiated

at 10 mg/kg/day and was raised to 20 mg/kg/day but

remained ineffective. A 90% to 95% pancreatectomy

was then performed. Post operatively IV glucose and

doses of diazoxide up to 25 mg/kg/day were still nec-

essary and consequently a 98% pancreatectomy was

performed. There were no complications and the child

was released with only a pancreatic enzyme supple-

ment to be given after feedings.

Case 3: This infant, H.M., was delivered having

a blood glucose level under 10 mg%. The serum in-

sulin was found to be 74 u/ml. Diazoxide treatment

was unsuccessful at maintaining a satisfactory blood

glucose level and consequently a 98% pancreatectomy

was performed. The child was discharged three days

later. Three months post operatively the child again

presented hypoglycemic symptoms. Medical man-

agement was unable to stabilize the blood glucose and

a 99% pancreatectomy was performed. The child was

discharged with controlled insulin dependent dia-

betes secondary to 99% pancreatectomy.

Case 4: H.K. was brought in at the age of four

(continued to page 29)
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with no referring physician. A detailed history re-

vealed that he had been diagnosed as hypoglycemic

since the age of one year. The hypoglycemia had man-

ifested itself since infancy as brief episodes before

breakfast in which he would become clammy, grey,

and sleepy. If fed he would wake up, otherwise he

would sleep for up to three hours. These episodes

occurred approximately every two weeks and in-

creased to multiple apneic periods per day. This was
treated with phenobarbital. An extensive endocrine

evaluation failed to identify the etiology and a diag-

nosis was made of idiopathic hypoglycemia. Doses of

diazoxide were initiated with a later change to ephed-

rine. This only partially controlled the seizure activity.

The child was later readmitted and a sleep-dep-

rivation EEG conducted. The patient was diagnosed

as having minor motor seizures secondary to CNS
damage from years of untreated hypoglycemia. En-

docrine tests again revealed no etiology for the hy-

poglycemia but they indicated that the plasma insulin

levels exhibited during hypoglycemia episodes varied

enormously. This suggested inappropriate pancreatic

responses that could possibly be due to an adenoma.
Tests indicated that cortisol, ACTH, and thyroxine

were normal as were the abdominal CAT scan, ultra-

sound, and the pancreatic arteriogram. The hypo-

glycemia showed poor responsiveness to medical

management and consequently a near total 95% pan-

createctomy was performed. The child was then re-

leased on diazoxide, pen vee-k and depakene. The
diazoxide maintenance was later stopped, with de-

pakene continued for the control of minor motor sei-

zures.

DISCUSSION

The cases reviewed for this paper all confirmed the

information presented previously. Delayed diagnosis

and treatment of nesidioblastosis may cause irrever-

sible CNS damage. Long-term medical management
has not been found to be effective and should only

be used to maintain the patient until a confirmation

of the diagnosis may be made and a near-total pan-

createctomy performed. It should be noted that Case
1 and Case 2 were cousins.
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CHARACTER TRAITS UNDERLYING
SELF-NEGLECT AND THEIR

CONNECTION WITH HEART DISEASE

JEROME S. BLACKMAN, MD

Many of the so-called risk factors for coronary

artery disease result from self-neglect: smoking,

overeating, overdrinking, underexercising.

Although internists and cardiologists attempt to

educate their patients and the general public to

these factors, some people continue to ignore the

advice. A variety of character problems cause the

identical self-neglectful behavior. Omnipotence
refers to a fixed defect. Grandiosity describes

compensation for feelings of inadequacy.

Counterphobic defines “gamblers” who defy

danger. The prognosis for treatment of the

character pathology varies with the etiology.

Omnipotence is often untreatable. Grandiosity and
counterphobic conditions, however, have

responded to a psychoanalytic approach that

elucidates the individual's need for such unsafe

personality traits.

S
ince the Type A personality was first described

by Friedman and Rosenman ,

1 personality struc-

ture has been viewed statistically in relation to cor-

onary artery disease. Remarkably, this subject has

been of little interest in the psychoanalytic literature.

The general psychiatry literature deals primarily with

the cardiotoxic effects of antidepressant drugs pre-

scribed after myocardial infarction.

Aside from heredity, nutrition and predisposing

illnesses, the risk factors for coronary artery disease

— smoking, drinking, overeating and underexercis-

ing — are evidence of self-neglect in terms of health.

Although there are many reasons such self-destruc-

tive habits may develop, in this preliminary com-

munication I will discuss three areas in character func-

tioning that contribute: omnipotence, grandiosity, and

counterphobic traits.

THE BEHAVIOR
Omnipotence, grandiosity and counterphobic traits

may all present with exactly the same behavior. The

person either does not perceive dangers or denies the

consequences of his actions. For example, a patient

may deny the risks of smoking, or admit to the danger

but feel heart disease will not ensue; regardless, the

smoking persists.

Social attitudes may contribute to such notions.

Many American children are raised with an encour-

agement that sounds something like, "You can be
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anything you want if you put your mind to it." If this

suggestion is not tempered, children can grow up
with overestimations of their capacities and under-

estimations of their vulnerabilities. On occasion, such

feelings can interfere with success. But in other in-

stances, success may reinforce self-aggrandizement,

and lead to further success.

There are patients, who, after having a coronary

occlusion, will not stop overeating, oversmoking, or

underexercising. They listen to the doctor, but pay
no attention. Due to pathological character traits, they

will not heed the AMA's Guide to Heart Care: "A men-
tal tug in the form of a conscious reminder to relax,

is not only good advice, but good medicine."2

OMNIPOTENCE
Omnipotence occurs due to developmental delay. It

is first normally noticed in toddlers around the age

of one year, when the world becomes available to

them through upright locomotion. The child this age

will "get into" anything, requiring the house to be

"childproofed." Only slowly does the child learn fall-

ing on the floor hurts or that touching certain things

will annoy the parents. Hopefully, the child's contact

with reality, after a while, should convince him of his

vulnerability.

Under certain circumstances, however, well-

meaning parents unwittingly encourage retention of

omnipotence by idealizing their child, by blaming the

environment (and not clumsiness) for any pain or by
not setting limits. As the child develops, residual feel-

ings of invulnerability can be reinforced if the child

is successful in various endeavors. For example, those

who excel in sports may begin to feel that they are

extremely powerful and untouchable. Various boxers

and football players who felt they were "the greatest"

got severely hurt because their omnipotence outlived

their abilities.

Social success may likewise enhance magical

thoughts of power to control others and the environ-

ment. Omnipotent people react to any rejection or

limitation as though it were an attack, and blame the

outside world. Those who excel in intellectual spheres

may condescend.

Omnipotence needs to be modulated before the

grade school years. If not, there may be uneven de-

velopment of conscience. Rigid expectations may de-

velop of self and others in work situations, and blam-

ing others for failures is a common sequela. In intimate

relationships, a sense of fairness, flexibility or re-

sponsibility may be lacking. These patients refuse ad-

vice, are very hard to manage after a coronary, and
have a poor psychiatric prognosis.

GRANDIOSITY
Grandiosity is somewhat different from omnipotence

in that it is a reparative mechanism. During childhood

and adolescence, different phases of development

cause children to develop feelings of inadequacy, de-

riving from, for example: 1) actual limitations in ability

that are perceived by the child realistically; 2) the child

incorporating criticisms from parents; 3) ideals and

goals that are too exalted as compared with abilities;

or 4) a sense of heightened expectation and self-crit-

icism due to the omission of any modulating influence

from the parents.

The notion of invulnerability develops, here, as

a way of not having to face one's perceived inade-

quacies. Such a defensive posture may then be uti-

lized to manage a variety of emotions generated by

traumata later in life.

Case 1

A 55-year-old, successful, self-made man had con-

quered self-esteem problems through development of

exaggerated ideas of power and invulnerability. He,

therefore, maintained habits of heavy drinking and
smoking. Chest pain brought him to the cardiologist.

Angiography indicated only a slight narrowing in one
branch of a major artery, and surgery was considered

unnecessary. However, he was admonished to stop

smoking and drinking, to start eating less, to decrease

weight, decrease his cholesterol level, and to begin

exercise.

The patient's reaction to finding out about the

"defect" in his heart, albeit a slight one, was to go

into a severe depression and be found by his wife

sitting in the living room, staring into space, for the

better part of a week. He did quit smoking and drink-

ing, but he had difficulty tolerating the notion that

he now had any sort of bodily damage whatsoever.

Old feelings of inadequacy were unearthed by the

confrontation with his heart disease.

Case 2

A 29-year-old man had no evidence of heart disease

whatsoever. He did have chest pain, but angiogra-
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phy, echocardiography, and ECG were negative.

During psychoanalytic treatment, he insisted for

some time that he had heart disease the internist and

radiologist were simply missing. When I confronted

him with his apparent belief that he knew more than

these doctors, he at first objected. As therapy pro-

gressed, however, the patient drew attention to spe-

cific subject areas where he considered himself an

expert. He would attempt to demonstrate my inept-

itude in these areas, and then kid me about having

gaps in my "supposedly" superior education.

I was then able to interpret to him that his ap-

parent trust in the intelligence of doctors, including

me, was a reversal (projection) of his own exalted self-

appraisal. Therefore, when doctors told him some-

thing, he did not believe them because he uncon-

sciously considered himself smarter. In response to

my interpretation, he recalled that after his grand-

mother, with whom he had lived for long stretches

of time, took him to the doctor, she would look in

her own home-remedy books or an almanac, and treat

the boy accordingly. He had used this history to ra-

tionalize not finishing his education, but still harbored

inadequate feelings from not finishing graduate school.

The identification with his grandiose grandmother had

contributed to his lack of motivation to complete his

studies: he had felt he did not have to study to get

through, due to his "superior" intellect.

COUNTERPHOBIC PHENOMENA

Counterphobics harbor a series of intense fears, usu-

ally including a fear of death. They manage these

through what can best be described as dare-devil or

gambling behaviors. Each time they risk their lives

and live through it, they feel more confident.

An interesting example of this was a pilot who
admitted he had a life-long fear of heights. He was
not afraid to get on airplanes, but he could not walk

near the railing on the roof of a tall building. His

interest in flying was a late-developing counterpho-

bic defense against chronic acrophobia.

In relation to heart disease, the counterphobic

person is terrified of death, but dares death to take

him by smoking and overeating. Such people often

joke that their lungs are stronger than others, that

they will last longer, or that their drinking is just "a

risk I'm willing to take." Their fear of losing control

may cause a counterphobic defense regarding time:

if they can control the advent of their own death

through giving themselves a physical illness, they may
feel relieved of the anxiety of dying without warning.

Case 3

A 66-year-old man, who had had a myocardial in-

farction, suddenly started taking long walks through-

out his neighborhood in the middle of the night. He
was referred after his wife awakened one night, found

him gone and called his doctor.

Mental status examination indicated no organ-

icity. Rather, the patient explained that walking out

made him feel safer. Because of the counterphobic

diagnosis, brief psychoanalytic psychotherapy was
instituted.

The first task was to explore what this man felt

safe from. He became highly anxious while in bed,

thinking "the walls are closing in." This claustopho-

bia developed just after his coronary. He also revealed

he was afraid of sitting still, because when he stood

up he got dizzy. I interpreted that his running out

protected him from facing some special fears about

things closing in and about getting dizzy. He re-

sponded, "I'm afraid I'm going to die."

He associated the walls closing in with his heart

caving in, and the dizziness made him feel he would
die imminently. He cried as he admitted he had been

too ashamed to allow himself to express his fear of

dying previously. I then determined, through con-

sultation with his internist, that the dizziness was due
to orthostatic hypotension, and advised him to stand

up more slowly. His internist reassured him that the

heart would not collapse and that death was not im-

mediately upon him.
Brief psychoanalytically-oriented therapy, con-

sisting of 12 sessions, unearthed the acute meanings

of his counterphobic and phobic symptoms. The
walking allowed him to face his fears more directly

and obtain appropriate management. He lived peace-

fully for another two years, according to follow-up

from his internist.

SUMMARY
Clinical data suggest that people with certain types

of personalities tend to ignore the well-known, con-

trollable risk factors for coronary artery disease: over-

weight, excess alcohol intake, smoking, and lack of
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exercise. Such self-destructive habit patterns are at

times the result of pathological character traits: om-

nipotence brought about by developmental delay;

grandiosity defending against feelings of inadequacy;

and counterphobic traits operating to master fears of

death. Psychoanalytic techniques have proven useful

in helping some patients both to overcome such prob-

lems and to better cooperate with cardiologic man-

agement.
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evaluation of the benefit/risk assessment of
prolonged therapy.

Limited studies have shown that there are cer-

tain patients for whom intermittent short-term

treatment of recurrent episodes is effective. This

approach may be more appropriate than a sup-

pressive regimen in patients with infrequent

recurrences.
Immunocompromised patients with recurrent

herpes infections can be treated with either

intermittent or chronic suppressive therapy.

Clinically significant resistance, although rare,

is more likely to be seen with prolonged or re-

peated therapy in severely immunocompromised
patients with active lesions.

CONTRAINDICATIONS: Zovirax Capsules
are contraindicated for patients who develop
hypersensitivity or intolerance to the compo-
nents of the formulation.

WARNINGS: Zovirax Capsules are intended for

oral ingestion only.

PRECAUTIONS: General: Zovirax has caused
decreased spermatogenesis at high doses in some
animals and mutagenesis in some acute studies

at high concentrations ofdrug (see PRECAU-
TIONS— Carcinogenesis, Mutagenesis,
Impairment of Fertility). The recommended dos-

age and length of treatment should not be ex-

ceeded (see DOSAGE AND ADMINISTRATION).
Exposure of Herpes simplex isolates to acy-

clovir in vitro can lead to the emergence of less

sensitive viruses. The possibility of the appear-
ance of less sensitive viruses in man must be
borne in mind when treating patients. The rela-

tionship between the in vitro sensitivity of

Herpes simplex virus to acyclovir and clinical

response to therapy has yet to be established.

Because of the possibility that less sensitive

virus may be selected in patients who are receiv-

ing acyclovir, all patients should be advised to

take particular care to avoid potential transmis-
sion of virus if active lesions are present while
they are on therapy. In severely immunocompro-
mised patients, the physician should be aware
that prolonged or repeated courses of acyclovir

may result in selection of resistant viruses
which may not fully respond to continued acy-

clovir therapy.

Drug Interactions: Co-administration of pro-

benecid with intravenous acyclovir has been
shown to increase the mean half-life and the
area under the concentration-time curve.

Urinary excretion and renal clearance were
correspondingly reduced.

Carcinogenesis, Mutagenesis, Impairment
of Fertility: Acyclovir was tested in lifetime

bioassays in rats and mice at single daily doses
of 50, 150 and 450 mg/kg given by gavage. There
was no statistically significant difference in the
incidence of tumors between treated and control

animals, nor did acyclovir shorten the latency of

tumors. In 2 in vitro cell transformation assays,
used to provide preliminary assessment of poten-
tial oncogenicity in advance of these more defini-

tive life-time bioassays in rodents, conflicting

results were obtained. Acyclovir was positive

at the highest dose used in one system and the
resulting morphologically transformed cells

formed tumors when inoculated into immuno-
suppressed, syngeneic, weanling mice. Acyclovir
was negative in another transformation system
considered less sensitive.

In acute studies, there was an increase, not
statistically significant, in the incidence of

chromosomal damage at maximum tolerated

parenteral doses of 100 mg/kg acyclovir in rats

but not Chinese hamsters; higher doses of 500
and 1000 mg/kg were clastogenic in Chinese
hamsters. In addition, no activity was found
after 5 days dosing in a dominant lethal study in

mice. In 6 of 11 microbial and mammalian cell

assays, no evidence of mutagenicity was ob-

served. At 3 loci in a Chinese hamster ovary cell

line, the results were inconclusive. In 2 mam-
malian cell assays (human lymphocytes and
L5178Y mouse lymphoma cells in vitro), positive

responses for mutagenicity and chromosomal
damage occurred, but only at concentrations at

least 400 times the acyclovir plasma levels

achieved in man.
Acyclovir has not been shown to impair fertil-

ity or reproduction in mice (450 mg/kg/day, p.o.)

or in rats (25 mg/kg/day, s.c.). At 50 mg/kg/day
s.c. in the rat, there was a statistically sig-

nificant increase in post-implantation loss, but
no concomitant decrease in litter size. In female
rabbits treated subcutaneously with acyclovir
subsequent to mating, there was a statistically

significant decrease in implantation efficiency

but no concomitant decrease in litter size at a
dose of 50 mg/kg/day. No effect upon implanta-
tion efficiency was observed when the same dose
was administered intravenously. In a rat peri-

and postnatal study at 50 mg/kg/day s.c., there
was a statistically significant decrease in the

group mean numbers of corpora lutea, total

implantation sites and live fetuses in the F

i

generation. Although not statistically signifi-

cant, there was also a dose related decrease in

group mean numbers of live fetuses and implan-
tation sites at 12.5 mg/kg/day and 25 mg/kg/day,
s.c. The intravenous administration of
100 mg/kg/day, a dose known to cause obstruc-
tive nephropathy in rabbits, caused a significant

increase in fetal resorptions and a corresponding
decrease in litter size. However, at a maximum
tolerated intravenous dose of 50 mg/kg/day in

rabbits, there were no drug-related reproductive
effects.

Intraperitoneal doses of320 or 80 mg/kg/day
acyclovir given to rats for 1 and 6 months, re-

spectively, caused testicular atrophy. Testicular

atrophy was persistent through the 4-week post-

dose recovery phase after 320 mg/kg/day; some
evidence of recovery of sperm production was
evident 30 days postdose. Intravenous doses of

100 and 200 mg/kg/day acyclovir given to dogs
for 31 days caused aspermatogenesis. Testicles

were normal in dogs given 50 mg/kg/day, i.v. for

one month.

Pregnancy: Teratogenic Effects: Pregnancy
Category C.^Acyclovir was not teratogenic in the
mouse (450 mg/kg/day, p.o.), rat (50 mg/kg/day,
s.c.) or rabbit (50 mg/kg/day, s.c. and i.v.). There
are no adequate and well-controlled studies in

pregnant women. Acyclovir should not be used
during pregnancy unless the potential benefit

justifies the potential risk to the fetus. Although
acyclovir was not teratogenic in animal studies,,

the drug’s potential for causing chromosome
breaks at high concentration should be taken
into consideration in making this determination.

Nursing Mothers: It is not known whether this

drug is excreted in human milk. Because many
drugs are excreted in human milk, caution
should be exercised when Zovirax is adminis-
tered to a nursing woman. In nursing mothers,
consideration should be given to not using acy-
clovir treatment or discontinuing breastfeeding.

Pediatric Use: Safety and effectiveness in

children have not been established.

ADVERSE REACTIONS— Short-Tferm
Administration: The most frequent adverse
reactions reported during clinical trials were
nausea and/or vomiting in 8 of 298 patient treat-

ments (2.7%) and headache in 2 of 298 (0.6%).

Less frequent adverse reactions, each ofwhich
occurred in 1 of 298 patient treatments (0.3%),

included diarrhea, dizziness, anorexia, fatigue,

edema, skin rash, leg pain, inguinal adenopathy,
medication taste and sore throat.

Long-Term Administration: The most frequent
adverse reactions reported in studies of daily

therapy for 3 to 6 months were headache in 33 of

251 patients (13.1%), diarrhea in 22 of 251
(8.8%), nausea and/or vomiting in 20 of 251
(8.0%), vertigo in 9 of 251 (3.6%), and arthralgia
in 9 of 251 (3.6%). Less frequent adverse reac-

tions, each of which occurred in less than 3% of

the 251 patients (see number of patients in

parentheses), included skin rash (7), insomnia.

(4), fatigue (7), fever (4), palpitations (1), sore

throat (2), superficial thrombophlebitis (1),

muscle cramps (2), pars planitis (1), menstrual
abnormality (4), acne (3), lymphadenopathy (2),

irritability (1), accelerated hair loss (1), and
depression (1).

DOSAGE AND ADMINISTRATION: Treat-
ment of initial genital herpes: One 200 mg cap-

sule every 4 hours, while awake, for a total of

5 capsules daily for 10 days (total 50 capsules).

Cnronic suppressive therapy for recur-
rent disease: One 200 mg capsule 3 times daily

for up to 6 months. Some patients may require
more drug, up to one 200 mg capsule 5 times
daily for up to 6 months.
Intermittent Therapy: One 200 mg capsule

every 4 hours, while awake, for a total of 5

capsules daily for 5 days (total 25 capsules).

Therapy should be initiated at the earliest sign
or symptom (prodrome) of recurrence.

Patients With Acute or Chronic Renal Im-
pairment: One 200 mg capsule every 12 hours is

recommended for patients with creatinine clear-

ance <10 ml/min/1.73/m2
.

HOW SUPPLIED: Zovirax Capsules (blue,

opaque) containing 200 mg acyclovir and printed
with “Wellcome ZOVIRAX 200”- Bottles of 100
(NDC-0081-0991-55) and unit dose pack of 100
(NDC-0081-0991-56).

Store at 15°-30°C (59°-86°F) and protect from
light.

*In controlled studies
,
recurrences were totally

prevented for 4 to 6 months in up to 75% ofpatients.
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Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709

Copr. © 1986 Burroughs Wellcome Co. All rights reserved. 86-ZOV-5



ADVISORY OPINION OF THE
MEDICOLEGAL INTERPROFESSIONAL

COMMITTEE

More and more frequently , a substantial part of the

practice of law and medicine is concerned with the

problems ofpersons needing the services of both profes-

sions. Appropriate cooperation between the members

of these professions is important for the overall benefit

of the individual patient. Unfortunately, conflicts arise

between physicians and attorneys regarding their re-

lationship in legal issues involving their patient/client.

The Medicolegal Interprofessional Committee of the

Louisiana State Bar Association and the Louisiana

State Medical Society acts to informally resolve these

conflicts between individuals of these two professions.

In so doing, it became apparent that the Interprofes-

sional Code of Physicians and Attorneys adopted in

1961 and amended in 1984, failed to adequately ad-

dress some problems, and remained ambiguous on

certain important issues such attorneys' liability for

certain Medical-Legal costs.

This Committee recognized that it is important

for all parties to separate "medical care" expenses

from "legal care" expenses. The Committee, therefore,

developed the following advisory opinion concerning

these issues to guide their interprofessional relation-

ship.

This advisory opinion, which will also be pub-

lished in the Louisiana Bar Journal, will be proposed

as a resolution at the 1987 House of Delegates for

more formal acceptance by the membership of the Lou-

isiana State Medical Society.

Also included herein is a sample letter for use by

physicians in clarifying their role and fees in legal

"expert" matters for which they are contracting with

attorneys.

Michael S. Ellis, MD
Medicolegal Interprofessional Committee

M any of the conflicts which arise between physi-

cians and attorneys concern services rendered

by physicians, including, but not limited to, court

appearances, depositions, conferences, examinations

of patients and the rendition of reports. These con-

flicts involve three major areas: notice, fees and the

conditions of payment for services.

In each major area, there are several troublesome

situations which recur with predictable regularity.

Most, if not all, conflicts between the professions can

be avoided if each profession's expectations of the

conduct of the other are tempered with realism and,

most importantly, are arrived at through advance un-

derstandings, mutually agreed upon and preferably

confirmed in writing.

The medical and legal professions recognize that

a physician who has treated a patient obligates him-

self (and is subject to subpoena) to serve as a fact

witness relative to litigation regarding that treatment.

Both professions also recognize that the attorney and

the physician may, by mutual consent, enter into a

relationship wherein the physician serves in an expert

capacity. In such a relationship, the physician may
be expected to generate narrative reports, participate

in conferences and/or depositions, appear in court to

render his expert opinion, etc. In this relationship, the

attorney will be expected to specify the service to be

rendered, provide adequate notice, cooperate in

scheduling meetings and depositions, and assure the

payment of expert fees within the guidelines set out

below.

I. NOTICE
A. Scheduling

Conferences, depositions, court appearances, etc.

should be scheduled at the earliest time, and with

at least two weeks advance notice whenever pos-

sible, and confirmed in writing with all concerned

40 JOURNAL VOL 139 NO 2 FEBRUARY



SAMPLE PHYSICIAN LETTER TO ATTORNEY

(ESTABLISHES A CONTRACTUAL BINDING AGREEMENT)

Physicians are often uncertain as to the methodology of establishing clear communication with attorneys regarding

their designated roles in legal matters and the advance establishment of fees for their expert services.

Attorneys’ methods for establishing fees were utilized in the attached “Sample Letter” to assist physicians in this

endeavor. This type of letter can also act to establish a binding contractual relationship between the physician and

attorney if mutual agreement to its terms can be established.

I have been notified that your are requesting my deposition regarding (case) on (date) at (place).

OR

I have received a subpoena to appear in court regarding (case) on (date) at (place).

Please let me know of any cancellations or settlements as soon as possible. It is also understood that your office

will notify me as far in advance as possible of an expected time for my appearance.

Please be informed that my standard fees for time spent giving expert testimony are:

Review of records

Photocopy records

Telephone conference

$(fee) per hour

$(fee) per hour

$(fee) per hour

(.3, .5, .8, 1.0, etc.)

Deposition

Travel time

Courtroom

$(fee) per hour

$(fee) per hour

$(fee) per hour

(From time of arrival at court)

I would appreciate your agreement to these amounts by signing and returning this letter. By your signing this letter,

I will look to you, the attorney, for payment of my fees, notwithstanding any relationship between you and your client.

If this subpoena is not for my expert testimony as a (type of specialist), but only to testify as an interpreter and

witness of fact, as presented in the patient’s records—without rendering a medical expert opinion, prognosis, etc.—

please indicate this below.

If subpoenaed to appear in court or for a deposition and arrangements are made in my schedule to be available,

failure to give adequate notification of continuance or cancellation will result in an appropriate charge based on

amount of time lost from practice.

I would appreciate you contacting me for any pretrial questions you may have or to arrange a pretrial consultation

in my office.

Cordially,

APPROVED AS MEDICAL EXPERT:

APRROVED AS WITNESS OF FACT ONLY:
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persons. Both the attorney and physician should

provide the other with the name of any person

in his/her office who has the authority to make
such arrangements.

B. Cancellation

Notification of cancellation of conferences, dep-

ositions, court appearances, etc., whether by the

attorney or the physician, shall be communicated

as early as possible to all concerned persons. The

attorney and the physician may agree in advance

as to appropriate compensation in the event of

cancellation without adequate notice.

C. Delays

An attorney or physician who realizes that a de-

lay will occur in the starting time of a conference,

deposition, court appearance, etc. should promptly

notify the other and make reasonable efforts to-

ward coordinating with the other's office to min-

imize the impact of the delay upon the attorneys,

physicians, court reporters, or others who may
be affected.

II. PAYMENT
A. Medical Services

1. It is entirely appropriate and acceptable for an

attorney to guarantee payment for rendered Med-

ical Services out of the proceeds of the litigation.

2. Since a situation may arise wherein the funds

from the proceeds of the litigation are inade-

quate, it is desirable that advance agreement be

made to cover this situation by the physician and

the patient.

3. It should be understood by the physician that

response to a court-ordered deposition or court ap-

pearance as a fact witness for a patient, for whom
he has rendered medical service, cannot be con-

ditional upon receipt of payment for those medical

services because the physician's duty is the same
as that of any other person to respond to judicial

process.

4. It is not appropriate for a physician to require

an attorney's personal guarantee or payment in

advance for previously rendered medical services

in advance of depositions, conferences, court ap-

pearance or as a condition of the physician talking

to the attorney.

B. Expert Services

1. Payment for expert services may be made in

advance or deferred. By agreement, payment may

be deferred to the conclusion of the case, pro-

vided that the amount is specified in advance and

the amount is not dependent in any way on the

outcome of the litigation.

2. It is considered appropriate for an attorney to

pay or personally guarantee mutually agreed upon

expert fees.

3. Attorneys should understand that a physi-

cian's decision to become an expert witness and

his agreement to produce medical reports with

opinions, or to participate in conferences, dep-

ositions or trials as an expert, can be conditional on

receipt of payments or personal guarantees from

the attorney for these expert fees.

4. With regard to any deferred payments for expert

fees, there should be a clear understanding be-

tween the physician and the attorney, preferably

in writing, as to whether the deferred payment

is guaranteed by the attorney and/or the patient/

client and/or both.

III. FEES FOR EXPERT SERVICES
A. Should be a specific amount mutually agreed

upon, preferably in writing, and in advance of the

event.

B. Fees may be at a reasonable hourly rate or

reasonable flat rate.

C. Rates may differ for review of records, re-

search, reports, during office hours conferences,

in-office depositions, out-of-office depositions,

travel, photocopies, court appearances, etc.

D. Mutual agreement as to the cost of and need

for additional tests, procedures, or consultations

employed by the physician/expert if the render-

ing of his service is required. Such agreements

should be confirmed in writing.

E. One reasonable guideline for determining an

hourly rate could be a rate based on the physi-

cian's normal average hourly office income.

DEFINITIONS

1. SUBPOENA — A written order of a Court of Law
to appear at a certain time and place to give tes-

timony upon a certain matter.

SUBPOENA DUCES TECUM — A process by

which the court, at the instance of a party, orders

a witness who has in his possession or control

some document or object, to produce that docu-
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merit or object at a specific time and place.

2. FACT WITNESS— Any physician or other person

who has had contact with a patient and may be

called upon to testify regarding the facts and cir-

cumstances surrounding that event. Facts include,

but are not necessarily limited to: dates of contact,

history given, physical findings, test results, work-

ing diagnosis and treatment rendered.

3. EXPERT WITNESS — Any physician whose qual-

ifications are accepted by the court may agree to

render opinions including, but not necessarily lim-

ited to: diagnosis, prognosis, causation, rehabili-

tation and costs anticipated.

4. NARRATIVE REPORT — A written summary of

the facts of a medical case and a physician's opin-

ion ofcausation** and other matters. The report is

essential to an attorney in preparing for possible

litigation. If done well, this report may obviate the

need for depositions or even trial — resulting in

settlements or avoidance of litigation as the case

merits.

A report to the requesting attorney may include at

least:

a) How, when and where the patient was first

seen;

b) Name of any referring party;

c) The case history (i.e. chief complaint, date

and circumstances of injury, previous eval-

uations or treatments rendered, any signif-

icant pre-existing conditions);

d) Initial general review of symptoms;
e) Any pertinent (positive or negative) past his-

tory;

f) Physical examination;

g) Any laboratory or consultation results;

h) Therapeutic progress since initial evaluation,

including present condition and limitations;

i) Diagnosis;

j) Opinion as to any causal* connection be-

tween injury and condition diagnosed;

* A physician's opinion of causation should be based on his medical

knowledge coupled with the histon/ given and his findings.

* Legal cause need not be to a scientific certainty but only what is probably

true (a reasonable medical probability). The incident complained of need

not be the only (sole) cause of the condition. It may be coupled with pre-

existing conditions and still be a sufficient factor to constitute legal cause.

You've

chosen
your

profession.

We can secure it.

Specialization makes the difference.

API Life secures your profession

with Life, Health and Disability In-

surance especially designed for

physicians, their practices and their

families. Call us TOLL-FREE, 1-800-

252-3628 for a brochure or benefit

comparison.

apy
AMERICAN PHYSICIANS LIFE INSURANCE

Austin, Texas
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k) Opinions as to future prognosis, therapy,

tests, and estimated costs;

l) Copy of patients' bill for services rendered

to date;

m) Separate bill to attorney for rendering the

narrative report if not previously paid;

n) Copy of curriculum vitae if expected to be

used as an expert witness.

5. CANCELLATION — Refers to the elimination or

continuance (postponement) of the scheduled con-

ference, deposition or court appearance.

6. MEDICAL SERVICES — Those services rendered

by a physician to a patient which would be ren-

dered regardless of the existence or non-existence

of litigation.

7. EXPERT SERVICES — Those services rendered

by a physician as contracted for by the attorney

with regard to litigation.

in the

JOURNAL

The nonspecific

sonographic nature of a

chronic renal infarct

CAUTIONARY NOTES
1. DEPOSITIONS— RIGHT TO READ AND SIGN

Under both the Federal and Civil Rules of Proce-

dure, any witness has the right to read and sign

his or her deposition. When the witness reads a

deposition and finds an inaccuracy in recording an

answer, a typographical mistake, or other matters

that need to be clarified, the witness may write out

a “process verbal." A process verbal is a list of the

page number and the line number of the deposi-

tion, spelling out what changes the witness desires

to be made in the transcript. That process verbal

will then be forwarded to the court reporter and

attached to the deposition. In some instances, an

expert witness ought to reserve the right to read

and sign his or her deposition. The expert witness

who reads and signs the deposition ought to re-

alize that some time will be involved in doing this

and ought either to gauge his or her expert fee to

cover this requirement or should reach an agree-

ment in advance with the attorney taking the dep-

osition for payment of the said time.
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WHILE YOU'RE BUSY
TAKING CARE OF PATIENTS,

WHO TAKES CARE OF YOU?

WE DO.

Louisiana Medical Mutual Insurance Company
(LAMM ICO)

is proud to announce the formation of

Louisiana Physicians Insurance Agency, Inc.

A wholly owned subsidiary of LAMMICO

to more fully address the insurance needs of Louisiana physicians.

Products and services which are offered include:

• Office Package

Premise Liability

Building and Contents

• Workers Compensation

• Homeowners

• Personal Automobile

• Motorcycles

• Umbrella

• Term, Whole or Universal Life

• Accident and Health

• Individual financial consulting and

estate planning

In providing the above at competitive rates, The Agency represents only the most reputable

companies. Furthermore, The Agency's policies and programs have been developed with a

view to meeting the particular requirements of physicians and their employees.

For additional information
,
please contact

Louisiana Physicians

Insurance Agency,
inc.

A Wholly Owned Subsidiary of LAMMICO

• 433 Metairie Road, Suite 602 •

• Metairie, Louisiana 70005 •

• (504) 837-3257 • 1-800-331-5777 •
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INFORMATION FOR AUTHORS
MANUSCRIPTS should be of a reasonable length

and double spaced on firm white paper 8V2 x 1

1

inches with adequate margins. This applies to all

text elements: references, legends, footnotes, etc.

Single spaced manuscripts and photo copies will

not be considered. The original and one duplicate

should be submitted. Manuscripts are received

with the explicit understanding that they are not

simultaneously being considered by any other pub-

lication. Accepted manuscripts become property of

THE JOURNAL and may not be published else-

where without permission from the author and THE
JOURNAL. Manuscripts are subject to copy edit-

ing.

TITLE PAGE should carry (1 ) the title of the article,

which should be concise but informative; (2) first

name, middle initial, and last name of each author,

with highest academic degree(s); (3) name and

address of author to whom requests for reprints

should be addressed, or statement that reprints will

not be available from the author.

ABSTRACT should be the second page consisting of

no more than 1 50 words. The abstract should be a

factual (not descriptive) summary of the work and

should contain: 1) a brief statement of the paper's

purpose, 2) the approach used, 3) the material stud-

ied, and 4) the results obtained. Emphasize new
and important aspects of the study or observations.

KEY WORDS should follow the abstract and be

identified as such. Provide three to 1 0 key words or

short phrases that will assist indexers in cross-

indexing your article. Use terms from the Medical

Subject Headings list from Index Medicus when
possible.

SUBHEADS should be used to provide guidance for

the reader. This format is flexible but the subheads

would ordinarily include: Methods and Materials,

Case Reports, and Discussion.

REFERENCES must be limited to a reasonable num-
ber. They will be critically examined at the time of

review and must be kept to a minimum. Personal

communications and unpublished data should not

be included. The following form can be followed:

Journals

(1) Authors: Use the surname followed by initials

without punctuation. The names of all authors

should be given unless there are more than three, in

which case the names of the first three authors are

used, followed by "et al." (2) Title of article. Capi-

talize only the first letter of the first word. (3) Name
of journal. Abbreviated according to Index Medi-

cus. (4) Year of publication; (5) Volume number: (6)

Inclusive page numbers.

Books

(1) Author, (2) Title, (3) Place of publication, (4)

Publisher, (5) Year of publication.

All references must be cited in the text and the list

should be arranged in order of citation, and not

alphabetically.

ILLUSTRATIONS consist of material which cannot

be set in type. Photographic material should be

submitted as high contrast, glossy prints. Omit illus-

trations which do not increase understanding of

text. Composite figures and figures labeled A, B, C,

etc. cannot be reproduced adequately in column

width without loss of detail; therefore, each seg-

ment must be considered a separate illustration.

Illustrations must be limited to a reasonable num-
ber. Four illustrations should be adequate for a

manuscript of 4 to 5 typed pages. Legends should

be typed on a separate sheet of paper. The follow-

ing information should be typed on a gumed label

and affixed to the back of each illustration: figure

number, title of manuscript, name of senior author,

and arrow indicating top.

TABLES should be self-explanatory and should sup-

plement, not duplicate, the text. Number tables

consecutively and supply a brief title for each. Each

should be typed on a separate sheet of paper.

REPRINT ORDERS will accompany galley proofs

which are sent for author's corrections.
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

TRIPARTITE BLOCK

JORGE I. MARTINEZ-LOPEZ, MD

The rhythm strip shown below, precordial lead VX/ belongs to a 92-year-old black woman. It was recorded

shortly after she was admitted to the MICU in an obtunded mental state. No other medical information

was available.

What is your diagnosis? Elucidation is on page 7.
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ECG of the Month
Case presentation on page 5.

DIAGNOSIS — First and second-degree AV block, and

defective intraventricular conduction

Sinus arrhythmia, at 88 times a minute, is associated

with a regular ventricular rate of 44 a minute, half

that of the sinus rate. The PR interval (0.22 sec) and

the QRS interval (0.12 sec) are both abnormally long.

Measurement of the QT interval cannot be made with

precision because non-conducted P waves are re-

corded near the end of the T wave, but it has to

measure at least 0.44 sec, ie, it is also prolonged.

Prominent in the rhythm strip is the presence of

two P waves for every QRS complex. This 2:1 AV
ratio raises two diagnostic possibilities: either non-

conducted atrial premature impulses in bigeminy or

second-degree AV block. The first possibility can be

promptly rejected by measuring P-P intervals. Note
that P-P intervals which contain QRS complexes are

not shorter, but longer than P-P intervals without QRS
complexes. Therefore, the non-conducted P waves do
not occur prematurely and do not represent non-con-

ducted atrial premature impulses in bigeminy. In-

stead, they represent non-conducted sinus impulses.

This finding leads to the diagnosis of second-degree

AV block.

DISCUSSION

Components of the normal cardiac conducting system

(CCS) include: the SA node, three internodal tracts,

an interatrial tract (Bachmann's bundle), the AV node,

the bundle of His, a right and left bundle branch, and
myriad Purkinje fibers located in the ventricular mus-
culature. Electrical impulses generated in the SA node
exit from this structure and propagate by way of the

components of CCS to both atria and to both ventri-

cles. Although CCS primarily functions as an anter-

ograde pathway, retrograde conduction can occur un-

der certain circumstances.

Disturbances of impulse conduction occurring

anywhere in CCS are collectively designated as

"blocks," even though the so-called block may only

be a delay in impulse conduction rather than complete
failure of the impulse to traverse components of CCS.
Conduction block may be present simultaneously at

more than one site. Three forms of conduction block

are recognized: first-degree, second-degree, and third-

degree. This distinction, however, is often misleading

and is an oversimplification of a rather complex sit-

uation that frequently results in overtreatment.

First-degree AV block is said to be present when
the length of the PR interval on the surface ECG ex-

ceeds 0.20 sec. Virtually always, lengthening of the

PR interval indicates an abnormal conduction delay

of the supraventricular impulse that occurs at the level

of the AV node. On rare occasions, the abnormal

conduction delay takes place at the level of either the

bundle of His or both bundle branches. However, the

surface ECG does not furnish clues from which the

precise location of the impulse conduction delay can

be specified.

Second-degreeAV block is a conduction abnormality

in which not every supraventricular impulse is prop-

agated into the ventricles. There are four varieties of

second-degree AV block: Mobitz types I and II, 2:1,

and advanced AV block. Earlier in this presentation,

it was established that the tracing shown here rep-

resented 2:1 AV-block. This type of conduction block

is considered as a "separate" entity because, in the

presence of sustained 2:1 AV block, it is not possible

to define whether the conduction abnormality is of

the Mobitz type I or Mobitz type II variety. On the

surface ECG, the distinction can be made if changes

in the A:V ratio occur. Typical Mobitz type I block

shows progressive prolongation of the PR interval

and the sequence ends with a non-conducted sinus

P wave. By contrast, the PR interval remains constant

before the sinus P wave is blocked in Mobitz type II

block. When the 2:1 A:V ratio is sustained, one type

block may be favored over the other by measuring

the duration of the QRS complexes. Because in the

vast majority of cases with Mobitz type I block the

site of the block takes place at the level of the AV
node, this block is usually associated with narrow

QRS complexes. On the other hand, Mobitz type II

block is almost always associated with wide QRS com-

plexes because block occurs in the distal CCS.

Defective intraventricular conduction encompasses

incomplete and complete bundle branch blocks as well

as nonspecific intraventricular blocks. In the tracing

shown here, the term denotes increased duration of

the QRS complex (0.12 sec). The 12-lead ECG showed
it to be due to complete left bundle branch block.
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Finally, the tracing recorded in the patient pre-

sented here is complex because of the existence of a

tripartite block. Such a complex conduction disturbance

usually has serious clinical, prognostic, and thera-

peutic implications, particularly when it coexists with

organic heart disease. The patient's obtunded mental

state was attributed to hemodynamic alterations

brought about by the tripartite block. Attempts to

improve AV conduction with pharmacologic agents

proved futile. Because temporary cardiac pacing im-

proved her clinical status, a permanent pacemaker
was implanted before a complete cardiac diagnosis

was established.
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OTOLARYNGOLOGY/
HEAD AND NECK SURGERY REPORT

UNILATERAL TONSILLAR SWELLING
IN ADULTS

JOHN A. WHITE, MD; MACK L. CHENEY, MD;
RICHARD M. WEIR, MD; HOLLIS T. REED, MD

The presence of unilateral tonsillar swelling in

adults often causes alarm because of the possibility

of neoplastic disease. The usual cause, if not

inflammatory, is a mass arising in the

parapharyngeal space. Following a case

presentation, we will discuss the anatomy and
pathological processes of the parapharyngeal

space.

A36-year-old white male presented to his physi-

cian with a complaint of a swelling in the right

tonsillar area associated with minimal discomfort and
a change in voice. Antibiotics were prescribed and

after one week there was no improvement. He was
referred to an otolaryngologist for evaluation. By his-

tory, the swelling developed gradually and there was
no antecedent infection. The rest of the medical his-

tory was non-contributory. The patient admitted to

heavy tobacco use and was a cabinet-maker by oc-

cupation. Examination of the oropharynx disclosed a

rounded, firm, submucosal mass in the right tonsillar

fossa (Fig 1). There was no palpable thrill in the mass

and no audible bruits in the neck. A CT scan with

contrast had been obtained and demonstrated a mass

in the right parapharyngeal space (Fig 2). Rigid en-

doscopy was unremarkable except for the above find-

ings. A biopsy was performed via an intraoral ap-

proach through the anterior tonsillar pillar. Permanent

sections revealed normal salivary gland tissue. The

patient was returned to surgery at which time the

mass was removed via an extraoral approach. Using

intraoral digital pressure the mass was displaced lat-

erally into the wound (Fig 3). Blunt dissection was
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Fig 1. Submucosal mass in right tonsil fossa

Fig 2. CT scan showing right parapharyngeal space

Fig 3. Mass from external neck incision

then used to complete the removal of the mass.

Grossly, the mass was well circumscribed and lobu-

lated (Fig 4). Histologic sections demonstrated benign

pleomorphic adenoma.

DISCUSSION
The most common condition causing unilateral ton-

sillar swelling is a peritonsillar abscess. Malignancies

of the tonsil are not uncommon of which 80% are

squamous cell in origin. Lymphomas comprise most

of the remainder. Another possibility is extensive na-

sopharyngeal carcinoma. This disease is more com-

mon in cabinet-makers, presumably because of wood
dust exposure. 1 Probably the most common non-in-

flammatory etiology of unilateral tonsillar swelling is

a mass in the parapharyngeal space.

The parapharyngeal space is a potential space

bounded superiorly by the skull, interiorly by the

hyoid, posteriorly by the vertebral bodies and carotid

fascia, anteriorly by the interpterygoid fascia and fas-

cial attachments to the mandible, medially by the su-

perior constrictor and laterally by the parotid fascia,

medial pterygoid, and ramus of the mandible (Fig 5).

In study of 101 tumors arising in the parapha-

ryngeal space by Mcllrath, et al, 43% were pleo-

morphic adenomata, 25% were lymphomas, 16% were

neurolemmomas (ie, neurofibromas), and 12% were

chemodectomas or glomus tumors. The remainder
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Fig 4. Gross specimen

included vascular and parotid neoplasms. 2

Other studies have shown that 50% of para-

pharyngeal space tumors are of salivary gland origin. 3

These lesions usually begin in the deep lobe and be-

cause of the minimal resistance of the medial wall of

the parapharyngeal space, expansion occurs into the

oral cavity. Expansion may also occur interiorly be-

tween the tail of the parotid and submandibular gland,

or posteriorly in the retromandibular fossa.

Slow growth with extension into the oral cavity

may result in minimal symptoms until the tumor
reaches a large size. Symptoms may include hearing

loss from eustachian tube obstruction, pain (usually

a late finding), cranial nerve palsies such as voice

change (CN X), dysphagia (CN IX), and weakness of

shoulder and tongue (CN IX & XII). The so-called "hot

potato" voice is a result of large intraoral extension

of these lesions. Involvement of the cervical sympa-
thetic chain may cause a Horner's syndrome. A sen-

sory deficit may occur in the mandibular branch of

the trigeminal nerve, especially with adenoid cystic

carcinoma of the salivary gland. Finally, trismus in-

dicates involvement of the pterygoid muscles.

Diagnostically, sinus x-rays may show bony ero-

sion of the maxilla. However CT scan with and with-

out contrast is the most useful study. It can demon-
strate exact location, size, and vascularity. A chest

x-ray is an important part of the total workup, as

metastatic lung caracinoma and lymphoma may pres-

ent as a parapharyngeal space mass. Once the diag-

nosis of parapharyngeal space mass is suspected, an

excisional biopsy should be performed. An intraoral

approach is to be condemned because of poor control

of bleeding, danger of tumor dissemination should

the mass rupture, inadequate tumor removal, and

increased risk of a deep neck infection.

SUMMARY
As demonstrated by the preceding case and borne out

by pathological data, greater than 50% of parapha-

ryngeal tumors are benign. Symptoms are usually

minimal. Pain is unusual and should be cause for

concern. Knowledge of the anatomy of the para-

pharyngeal space allows surgical extirpation with a

high degree of safety and minimal morbidity to the

JOURNAL VOL 139 NO 3 MARCH 15



patient. The benignity and favorable prognosis of par-

apharyngeal space masses is reassuring to both pa-

tient and physician.
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A new book for ophthalmologists from

GRUNE & STRATTON, INC.

AIDS and Other Sexually

Transmitted Diseases and the Eye
Edited by

Michael S. Insler, M.D.
This new book presents current trends in the diagnosis and

treatment of sexually transmitted diseases that affect the eye.
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tations of the acquired immunodeficiency syndrome (AIDS).

Recent breakthroughs in herpatic recurrent disease and treat-
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Aids and Other Sexually Transmitted Diseases and the
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ISBN: 0-8089-1838-9,

Order Code: 792125
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Frank J. Ilardi, MD, Editor

BOOK REVIEWS

DACHAU: THE HOUR OF THE AVENGER
Col. Howard Buechner, MD (MC USAR),
Thunderbird Press, Inc., Metairie, LA, 1986,

159 pages.

By FRANK J. ILARDI, MD

Dachau is a Louisiana physician's memoir of the

part he played in a crucial time in history. Doctor

Buechner was the first American physician to enter

the Nazi concentration camp at Dachau. It was his

unit which liberated the camp, although it was never

officially recognized as doing so. Dachau is his per-

sonal story of this historical event.

It is now forty years later and the memory of

Dachau has been sanitized for all but those who wit-

nessed its true horror. Yet, now Doctor Buechner has

compiled, published and made public a different ver-

sion of those events to clarify what has been erro-

neously recorded — or more likely, deliberately fal-

sified. Doctor Buechner stated that his purpose in

writing was to “identify the liberating unit," and to

present "a complete description of all events which
took place on the day of liberation including (those

unknown) acts of vengeance."

He has done this and more. He has finally made
public a hidden facet of American history which cried

for exposure.

Buechner was a battalion surgeon during WWII,
a member of the famous 45th Battalion of the Seventh
Army. This was the actual unit which liberated Da-

chau, but which never received the proper credit. The
reason for such is one of several fascinating aspects

of the book. It involves an unlikely combination of

characters operating under the unbelievably difficult

circumstances of WWII in Germany. The cast of char-

acters is a seriously troubled Army general grand-

standing for a female reporter; other senior officers

lying shamelessly about the facts of a combat oper-

ation with the possibility for multiple courts martial;

and hovering in the background, the famous General

Patton himself.

The story is simply told in the words of the com-

batants, but not without impact. The author made it

a point to seek out each of the individuals involved

to obtain their personal recollections of the facts. His

verbatim reproduction of their accounts has created

a new historical record of the events occurring on the

day of liberation.

The most chilling aspect of this story, however,

involves entirely new information about an American

massacre. He tells of the deliberate murder of nearly

500 German soldiers garrisoned at the camp, an atroc-

ity which occurred immediately after the camp was
liberated. Those responsible were a few of the former

inmates of the camp, and a number of renegade

American combat troops. These "acts of vengeance"

are detailed in his book for the first time.

The particulars are chilling and almost unbeliev-

able. The facts show that the killings were carried out

in cold blood. The guilty were teams of American

machine gunners, apparently acting on their own,

who lined up their German prisoners and simply

mowed them down. Any who were still living were

finished off with a pistol shot to the head. Performing

this particular detail were the former inmates. The

cruelest and saddest part is the discovery that the true

SS guards had fled, apparently realizing their fate if

caught, and replaced themselves with soldiers from

the regular army. Lor the most part, only innocent

men or low ranking guards who could not engineer

their own escape, were murdered. It was vengeance

gone awry. Those senior, and most guilty, had cleanly

escaped.

Such are the facts! They are both sobering and

humbling. If facts such as these do not make us think

of the uselessness of wars, of the frail and unde-

pendable nature of man's reasoning when he is cap-

tivated by hate and of the awesome destructive po-

tential of that hate, then nothing will. This applies to

all men, even Americans!

My only difficulty with this narration is in the

way it is told. The details are clearly presented, but
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entirely without emotion or comment, like a clinical

description of no great consequence. Such a contrast

between such horrific details and the absolute lack of

feeling in tone used to describe them is difficult for

me to comprehend. When I read the account and
examined the pictures accompanying that account,

anger, disappointment and sorrow welled up in me.

I longed for what Doctor Buechner felt when he was
there. What were his reactions? How did it all affect

him? Did it subsequently affect his life? For me, these

aspects are as much a part of the story as any other,

yet they were not expressed.

Doctor Buechner has illustrated his book with

many photographs, substantiating his version of those

occurrences at Dachau. Some have not been pub-

lished previously. Many are only now able to be rein-

terpreted, correctly, in the light of these new findings.

For those interested in obtaining a copy of Dachau,

contact the Thunderbird Press, 300 Cuddihy Drive,

Metairie, LA 70005.
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chronic renal infarct
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Shirley Bertucci, LSMSA President

AUXILIARY REPORT

CHANGING OF THE GUARD

SHIRLEY J. BERTUCCI

There always comes
a TIME to change

the guard, and pass the

gavel, our symbol of au-

thority, to the next in

line. That's in living,

that's in working and
that's in dying.

TIME was my
theme ... it has not

stopped ticking. My
successor is ready and
well-prepared and the

gavel of authority, the

only unchanging part of

the whole picture . . . waits.

As I turned this gavel in my hands, many mem-
ories flowed. Louisiana State Medical Society Auxil-

iary was organized in 1929. The great Crash was in

1929. (How symbolic!) Doesn't it make you proud of

the medical auxiliary to have accomplished such a

positive advance while the whole world seemed to

be going downward?
Does it remind you of today with Louisiana in

its economic stress? Yes, it does. Does it remind you
of medicine with its strange new trends which are

binding in some instances? Yes, it does. However, is

there any difference in '29 and today . . . none. Our
auxiliaries and our medical men have weathered a

tough year with pride.

TIME has brought us through a grand leadership

conference with a great orator, who recognized our

State and our medical stresses, met them squarely and

told us that our talents were untouched because we
had all been on "easy street." Now we have a grand

handsome reserve to draw from if we only will. We
have the ability to be one of the largest and strongest

viable forces for medicine and for our doctors' inde-

pendence to practice medicine as it pleases them. Only

if each doctor and his wife rededicate themselves to

membership in an organization that effectively rep-

resents everything that medicine stands for, can a

solution be found to embrace a philosophy of medi-

cine that doctors and legislators understand and ap-

prove.

As we toured our state and visited each parish,

auxilians were told, "We can no longer afford not to

belong to medical groups." We worked in legislature
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fighting bills being pushed by attorneys and insur-

ance groups with little support from our majority. We
are always in the minority when compared to our

opponent's forces. We have come out the victor more
times than not, but it can't last. They are chipping

away at the independent practice of medicine little by

little. We not only need the monetary power to stand

fast, but we need the numbers. To be able to represent

every doctor and know they have joined hands to

protect their rights to practice good medicine is our

ideal.

TIME has given us wonder drugs, open heart

surgery, test-tube babies, CAT scans and nuclear

medicine. Trained medical minds are able to diagnose

and perform miracles, as it sometimes seems, because

of freedom to study, research and utilize all for the

good of mankind . . . here on earth and now in space.

We cannot have conditions change because of the lack

of interest and enthusiasm in our own health and
welfare.

It is said that "success is getting what you want
and happiness is wanting what you get." This year

has been successful and we should all be very proud

and happy. But like the unchanging gavel, we must
be unchanging and stand strong for our doctors to

practice medicine and let us as loyal, true workers,

"get what we want and want what we get." The key

to all is members, members and members.
My year has been full and successful and I am

happy. TIME has worked my enthusiasm and there

have been great major effects. Thanks to each and
every person who added to the history of Louisiana

State Medical Society Auxiliary this year. It was a

united pack that carried us to success. May our path

be a little straighter and a little smoother for all we
have accomplished this year. We brought National to

you personally, which was a first for an American

Medical Auxiliary and a first for Louisiana State Med-
ical Society Auxiliary. May we always end up ... a

first.

DIRECTOR OF EMERGENCY SERVICES

Greenwood, Mississippi

A 260-bed full service hospital is seeking a Director to

build his/her department in order to systematically replace

the existing coverage provided by a national emergen-
cy room contract management group. This unique op-

portunity gives you the potential to build your own depart-

ment and regionally impact the local emergency delivery

system. A competitive salary, benefit and relocation

package is provided. The preferred candidate should be
a skilled clinician, BE/BC in Emergency Medicine, and
a team player. Some administrative experience and a

family practice orientation a plus.

VHA Physician Placement Services is the preferred place-

ment service for a hospital association composed of over

860 hospitals in 44 states. There is absolutely no cost

or obligation to you for our nationwide service. For addi-

tional information concerning this opportunity, please call

and/or forward your curriculum vita in confidence to:

Anita R. Bowles, Physician Placement Specialist

VHA Physician Placement Services
1600 Embassy Square Blvd., Suite 1605

Louisville, KY 40299
Call Toll Free 1-800-626-1857

Mrs. Bertucci (wife of Emile A. Bertucci Jr, MD) is the out-going

president of the LSMS Auxiliary.
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DX:CANCER
Now Y>ur
Patient Needs
Every Advantage.
When cancer is diagnosed,

your patient looks to you—
to recommend, to advise, to

discuss all the available

options: chemotherapy,

radiation therapy, surgery.

Sometimes they want

answers to very difficult

questions. They want

access to the most current

therapies. They need

emotional support.

When we planned The
Center for Living with

Cancer, we addressed every

need of the oncology

patient, from initial

diagnosis through

treatment. The physical

facility is unparalleled,

including family kitchen,

whirlpool, patient teaching

facility, and Murphy beds

for family. The nursing

staffs expertise in

chemotherapy adminstra-

tion is complimented by

support groups and

individual counseling to

address non-medical

concerns.

Our staff and oncologists

will discuss the most

advanced treatment

modalities with you,

including protocols in use

at the major research

centers.

We offer inpatient care,

outpatient services, and an

integratedplan of care in

consultation with the

referring physician— every

advantage for your patients

with oncologic diagnosis.

Any patient

with an
oncological

diagnosis may
be admitted to

The Center for

Living with Cancer*
by a member of East

Jefferson General’s

medical staff. There is

no additional charge fori

inpatient care in the

specialized facility.

For more information,

please call Ms. Sallie Herrle,

Unit Director,

at (504) 454-5500.

TheCenterFor

LIVING
WITH CANCER
EAST JEFFERSON GENERAL HOSPITAL

4200 Houma Blvd./ Metairie, LA 70011
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CALENDAR

April

April 1

What's New in Diabetes, Kansas City, Kansas. Sponsored

by the University of Kansas Medical Center. Contact: Eileen

Buttron, Office of Continuing Education, University of Kan-

sas Medical Center, 39th & Rainbow Blvd., Kansas City, KS
66013; (913)588-4494.

April 1-5

Approaches to Common Hand Problems, Grand Cayman
Islands, British West Indies. Sponsored by Plastic Surgery

Educational Foundation. Contact: PSEF, 233 North Michigan

Ave., Suite 1900, Chicago, IL 60601; (312)856-1818.

April 2-3

Pediatrics, Kansas City, Kansas. Sponsored by the Univer-

sity of Kansas Medical Center. Contact: Eileen Buttron, Of-

fice of Continuing Education, University of Kansas Medical

Center, 39th & Rainbow Blvd., Kansas City, KS 66103;

(913)588-4484.

April 2-5

Rhinoplasty: Nasal Aesthetic and Reconstructive Surgery,

Indianapolis, Indiana. Sponsored by the American Academy
of Facial Plastic and Reconstructive Surgery, Indiana Univer-

sity School of Medicine. Contact: AAFPRS Foundation, 1101

Vermont Ave. NW, Suite 404, Washington, DC 20005;

(202)842-4500.

April 6-8

Newborn Screening for Sickle Cell Disease and Other
Hemoglobinopathies, Bethesda, Maryland. Sponsored by
the National Heart, Lung, and Blood Institute; the National

Institute of Child Health and Human Development; Genetic

Diseases Branch of the Health Resources and Services Ad-
ministration; and the NIH Office of Medical Applications of

Research. Contact: Ms. Nancy Cowan, Prospect Associates,

1801 Rockville Pike, Suite 500, Rockville, MD 20852;

(301)486-6555.

April 6-10

The Physician in Management, Seminar 1 and II, The
DoubleTree, Tucson, Arizona. Contact: Sherry Mason,
American Academy of Medical Directors, 4830 W. Kennedy
Blvd., Suite 648, Tampa, FL 33609; (813)873-2000.

April 10-11

Hypertension: New Directions, Lexington, Kentucky. Con-
tact: Joy Greene, Continuing Medical Education, 132 College

of Medicine Office Building, University of Kentucky, Lex-

ington, KY 50536-0086; (606)233-5161.

April 13-16

The Management of Professionals in Organizations: A Team
Approach to Leadership and Influence, The DoubleTree,

Tucson, Arizona. Contact: Sherry Mason, American
Academy of Medical Directors, 4830 W. Kennedy Blvd., Suite

648, Tampa, FL 33609; (318)873-2000.

April 22-25

Update on Surgery of the Hand and Wrist, Sea Pines, Hilton

Head, South Carolina. Contact: American Society for Surgery

of the Hand, 3025 South Parker Road, Suite 65, Aurora, CO
80014; (303)755-4588.

April 22-26

Critical Care Medicine 1987: A Comprehensive Review and

Update, Bethesda, Maryland. Sponsored by The George

Washington University School of Medicine Department of

Medicine. Contact: Svetlana Lisanti, The Center for Bio-

Medical Communication, 491 Grand Avenue, Englewood,

NJ 07631; (201)568-9381.

April 24-25

Contemporary Pediatrics for the Practicing Physician, Lex-

ington, Kentucky. Contact: Joy Greene, Continuing Medical

Education, 132 College of Medicine Office Building, Univer-

sity of Kentucky, Lexington, KY 50536-0086; (606)233-5161.

April 24-25

2nd Annual Symposium on Clinical Adult Neuro-

psychology, New Orleans, Louisiana. Sponsored by Alton

Ochsner Medical Foundation. Contact: Ochsner, Office of

Continuing Medical Education and Alumni Affairs, 1516 Jef-

ferson Hwy., New Orleans, LA 70121; (504)838-3702.

April 24-25

The Terminally 111 Patient: Psychological, Social, Legal, and

Ethical Issues, Copley Plaza Hotel, Boston, Massachusetts.

Contact: Stephen R. Scher, PhD, JD, Harvard Medical

School, Department of Continuing Education, Boston, MA
02115; (617)732-1525.
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CLINICAL TOXICOLOGY OF ONE-DAY
ADMINISTRATION OF 500 mg

OF CLOTRIMAZOLE

NEIL WOLFSON, MD, FACOG; CARLTON HODGSON, MD, PhD

The low incidence of side effects associated with

clotrimazole in both three-day and seven-day

regimen makes it a highly appropriate treatment

for vulvovaginal candidiasis. Studies have found
one-day treatment with a new 500 mg clotrimazole

vaginal tablet comparable in safety and
effectiveness to both three-day or seven-day

regimens. 15 No single-step or multiple-step

resistance to the medication has developed. 6 The
present study was conducted to compare, with

respect to toxicology, a one-day regimen of 500 mg
clotrimazole and a three-day regimen of 200 mg
clotrimazole per day in the treatment of severe

vulvovaginal candidiasis.

Two treatment formulations were assigned to

patients by computer-generated random order in

this double-blind, parallel-group trial. A total of 39

patients, 20 in the 500 mg group and 19 in the three-

day regimen, were admitted to the study. Three, how-
ever, were declared invalid during the course of the

study. Women 18 years of age or older, of any race,

with mycologically proven severe vulvovaginal can-

didiasis were included. Two patients from each group

were pregnant. Tables 1 and 2 summarize demo-
graphic and pre-treatment medical characteristics of

both groups. The groups are comparable in regard to

demography, duration of disease, pregnancy status,

use of recent medication, contraceptive use and con-

comitant study medication. Patients in the first

trimester of pregnancy were excluded. Patients using

contraceptive foams, jellies or creams were excluded

unless they agreed to substitute other contraceptive

measures. Use of tetracycline or erythromycin was to

be discontinued seven days before entrance to the

study.

The Fisher Exact Test for non-parametric data or

Student's t-test for continuous data was used to ana-

lyze demographic and pre-treatment clinical data. For
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Hundreds of

careful

physicians

have selected

MDX medical
data software.

Find out why.

Physicians who have thoroughly investigated

their choices are selecting MDX— and

detecting bottom-line benefits.

Benefits like improved cash flow. Real control

over patient billing. Word processing that

delivers yourmessage. Concise reports.

Meaningful medical records. And more.

Because MDX runs on UNIX and XENIX
operating systems, multiple users can perform

multiple tasks simultaneously. And that

means increased productivity. A single user

PC/MS-DOS version is available for IBM
PC/XT and compatibles.

=^=SPERRY

Call us for more information on MDX— and on

hardware that's right for your office.

Electronic Claims

Submission Available

COMPUTER SPECIALTIES, INC.— Systems Division—
2209 Lapalco Blvd. • Harvey, LA 70058

(504) 362-3649 Serving the Metro New Orleans

area and South Louisiana.

Timberlawn Psychiatric Hospital
Established in 1917

Children • Adolescents • Adults

• 232 Inpatient Beds
• Outpatient Services

• Partial Hospitalization Programs
• Residential Services

• Departments of Psychology,

Neuropsychology and Social Work
• Family Assessment and Treatment

Admissions: RO. Box 11288

• Substance Abuse Services

Inpatient and Outpatient Programs

Health Professionals Program

Residential After Care
• Psychiatric Residency Training Program
• Child Residency Training Program
•JCAH Approved

1

,
Texas 73223 214/381-7181
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TABLE 1

DEMOGRAPHIC CHARACTERISTICS BY
TREATMENT GROUP

Group 1* Group Ilf p- Value

AGE (yrs)

Number of patients 18 16

Mean 28.8 31.5

Range 19.0-71.0 21.0-53.0

STANDARD ERROR 2.7 2.1 p = 0.44

WEIGHT (lbs)

Number of patients 15 17

Mean 129.6 142.6

Range 112.0-149.0 109.0-197.0

STANDARD ERROR 3.2 6.5 p = 0.08a

RACE
Black 8 7

Caucasian 9 11

Other 1 0

TOTAL PATIENTS 18 18 p = 0.53

HEIGHT (ins)

Number of patients 10 13

Mean 63.0 62.3

Range 60.0-65.0 51.0-68.0

STANDARD ERROR 0.49 1.15 p = 0.59 a

* Group I: 500 mg of clotrimazole (1-day regimen)

t Group II: Two (100 mg) tablets per day (3-day regimen)

a = tested with t statistic for unequal variances.

pre-treatment comparability of signs and symptoms
a non-parametric test, Wilcoxon Rank, was used on
the average scores.

Table 3 reveals pre-treatment severity gradings

of the signs and symptoms of vaginal candidiasis. All

the patients in both treatment groups had "severe”

grade for vulva irritation, vaginal irritation, pruritis,

burning and discharge. One exception was a patient

with a "moderate" grade of burning symptomatology
in the three-day regimen.

At the initial visit, the patient was evaluated on
the basis of her symptoms, a physical examination,

and a KOH smear of vaginal secretions; a culture was
plated on mycosel agar (BBL). Signs of vulval irrita-

tion, vaginal irritation, and discharge, as well as

symptoms of burning, pruritis, and dyspareunia were
graded: 0 = normal; 1 = mild; 2 = moderate; 3 =
severe. A minimum total score of three was required

TABLE 2

MEDICAL CHARACTERISTICS BY TREATMENT GROUP

Group 1* Group Ilf

(n = 18) (n = 18) p-Value

Duration of Disease

0-1 month 17 17

>1 month but <6 1 1 1.00

months

Pregnant <13 Weeks 2 2 1.00

Contraceptive Use
None 7 5

Pill 7 7

Other 4 5

Not reported 0 1 0.72$

Recent Medication 0 2 0.49

Concomitant Therapy 0 2 0.49

* Group 1: 500 mg of clotrimazole (1-day regimen)

t Group II: Two (100 mg) tablets per day (3-day regimen)

$ Based on Fisher’s Exact Test by combining “Pill” and “Other”

groups and excluding “Not reported” group from analysis.

TABLE 3

PRETREATMENT COMPARABILITY OF SIGNS AND
SYMPTOMS

Group 1*

Normal Mild Moderate Severe

Average

Score

Pruritis 0 0 0 18 3.00

Burning 0 0 0 18 3.00

Dyspareunia 1 0 0 17 2.83

Vulval Irritation 0 0 0 18 3.00

Vaginal Irritation 0 0 0 18 3.00

Discharge 0 0 0 18 3.00

Group Ilf

Pruritis 0 0 0 18 3.00

Burning 0 0 1 17 3.00

Dyspareunia^ 1 0 0 16 2.82

Vulval Irritation 0 0 0 18 3.00

Vaginal Irritation 0 0 0 18 3.00

Discharge 0 0 0 18 2.21

Numerical clinical score: 0 = Normal, 1 — Mild, 2 = Moderate,

3 = Severe.
* Group I: 500 mg of clotrimazole (1-day regimen)

t Group II: Two (100 mg) tablets per day (3-day regimen)

$ Not reported for one patient.
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DISCUSSION
TABLE 4

NUMBER OF PATIENTS REPORTING STUDY TREATMENT
EMERGENT SIGNS AND SYMPTOMS BY TREATMENT

GROUP

Reported Treatment

Emergent Signs

& Symptoms Group 1* Groupllf p-Value

Yes 0 1

No 17 17

No Information 1 0

Total Patients 18 18 p = 1.00

* Group I: 500 mg of clotrimazole (1-day regimen)

t Group II; Two (100 mg) tablets per day (3-day regimen)

for entrance to the study.

After signs, symptoms, and laboratory results

were recorded, the investigator inserted three tablets

high in the vaginal vault. According to a randomized
schedule, each patient was given either one 500 mg
clotrimazone vaginal tablet and two 100 mg placebo

tablets or two 100 mg clotrimazole tablets and one 500

mg placebo. Patients given active 500 mg tablets in-

itially were then given two 100 mg placebo tablets per

day for two more days, while those given active 100

mg tablets initially continued on them for two more
days.

Patients were reassessed clinically and mycolog-

ically five to 10 days after the initial visit. The final

evaluation was made at the third visit, 27 or more
days after study entry. The final therapeutic and tox-

icologic evaluation was to be made at this final visit.

Both patients and investigator were alerted to report

possible adverse reactions, such as pruritis, burning,

erythema, edema, and similar reactions.

RESULTS

One patient given clotrimazole for three days pre-

sented a severe perianal rash eight days after the in-

itial visit, which was classed as possibly related to

therapy. No adverse experiences were reported in the

group given clotrimaxole for one day as revealed in

Table 4.

When a compound is applied either locally or topi-

cally, the toxic effects such as pelvic cramps, hives,

skin rash, occasional headache, itching, and irritation

of vulva and vagina are observed. An important point

to be considered is that if a compound is used to treat

the symptoms of vulvovaginitis, which are itching,

irritation, and burning sensation of the vulval and
vaginal area, then local application of a compound
can also cause the symptoms and most likely they

might well interact with each other.

The results of this study in which no adverse

reactions were reported among patients given 500 mg
of clotrimazole for one day, reveal that the drug is

efficacious and safe in severe cases of vulvovaginal

candidiasis and that further clinical investigations of

clotrimazole in severe cases of vulvovaginitis should

be pursued.

REFERENCES
1. Widholm O, Vartiainen E: Short term clotrimazole treatment of

vaginal candidiasis. Curr Ther Res Clin Exp 1980;28:511.

2. Krause U: Results of a single dose treatment of vaginal mycosis

with 500 mg Canesten® vaginal tablets. Mykosen 1981;24:132.

3. Pook D; Clotrimazole in a new formulation. Med Welt

1982;33(13):75.

4. Goormans E, et al: One-dose therapy of Candida vaginitis. I

Results of an open multicentre trial. Chemotherapy (Suppl 1)

1982;28:106.

5. Milsom I, Forssman L: Treatment of vaginal candidosis with a

single 500-mg clotrimazole pessary. Br J Vener Dis 1982;58:124.

6. Robertson WH: Vulvovaginal candidiasis treated with clotrim-

azole cream in seven days compared with 14-day treatment with

miconazole cream. Am J Obstet Gynecol 1978;132:32-33.

Dr. Wolfson is an obstetrician/gynecologist affiliated with

Lakeside Hospital in Metairie, LA.

Dr. Hodgson is an obstetrician/gynecologist in private practice in New
York. He is affiliated with the Albert Einstein College of Medicine,

Department of Obstetrics and Gynecology and Miles Pharmaceuticals.

Requests for reprints should be sent to Dr. Wolfson,

Lakeside Medical Research, 4720 1-10 Service Road, Metairie, LA
70001.
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LATE ONSET GROUP A
STREPTOCOCCAL BACTEREMIA

IN A NEONATE

HARLEY GINSBERG, MD; IRWIN COHEN, MD

The Group A streptococcus can be transmitted

from mother to infant .
1 This may cause neonatal

sepsis and nursery epidemics .

2 Both the Group A 3

and the Group B4 streptococcus may be the cause

of disease as late as two months after presumed
colonization. Now uncommon, we report a

confirmed case of late onset Group A
streptococcal bacteremia.

A22-day-old female infant presented to the pe-

diatric emergency room at Charity Hospital of

New Orleans with a history of having an axillary tem-

perature of 103° F, decreased appetite, and increasing

lethargy over the last 12 hours. She was born by vag-

inal delivery after pitocin augmentation to a 17-year-

old primagravida and had a birth weight of 3150 grams.

Apgars were 8 and 9 at one and five minutes respec-

tively and her three-day nursery stay was uneventful.

There was no history of maternal fever. A midline

episiotomy was performed and was closed with 2-0

chronic suture.

Twelve days after delivery, the patient's mother

was seen in clinic and was found to have an abscess

at the site of her episiotomy. She was admitted to the

hospital where the abscess was incised and drained

and cultures were obtained. She was treated for three

days with intravenous cefamandol and was dis-

charged to complete 10 days of therapy with cepha-

lexin.

Upon arrival to the emergency room, the infant

was noted to be alert, have a rectal temperature of

104°, and in no acute distress. Her physical exam dis-

closed no source for her fever. She was feeding well
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just prior to her initial examination. A full sepsis work
up was done which included cultures of blood, urine

and spinal fluid. Electrolytes and urinalysis were found

to be within normal limits and a complete blood count

revealed a WBC count of 15,100 with 53% PMNs, 12%

band forms, and 35% lymphocytes. The hemoglobin

was 13.0 gm%, her hematocrit was 37.0% and the

platelet count was normal. The spinal fluid had nor-

mal glucose and protein concentrations, 5 RBCs, 3

WBCs (all lymphocytes), and negative latex aggluti-

nations for Group B streptococcus and H. influenza

type b. No infiltrate was identified on a chest X-ray.

She was admitted to the hospital where she was placed

on IV ampicillin (200 mg/kg/day) and gentamicin (7.5

mg/kg/day). On her second hospital day a Gram pos-

itive coccus was isolated from the admission blood

culture. The following day the organism was identi-

fied as a Group A streptococcus. Urine and CSF cul-

tures were sterile at 72 hours. The gentamicin was
discontinued and the infant completed a full seven

days of IV ampicillin. Her hospital stay was otherwise

unremarkable and she was discharged on hospital

day #8.

PHYSICIANS
We are announcing opportunities for

you to serve your country as an Air Force
Reserve physician/officer. You can make
new professional associations, obtain
CME credit and help support the Air

, Force mission. For those who qualify,

\ retirement credit can be obtained as
' well as low cost life insurance. One

(\ weekend a month plus two weeks a

year or less can bring you pride and
x satisfaction in serving your

country.
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Throat and nasopharyngeal cultures of all house-

hold contacts (including two German shepherds) and
a vaginal culture from the infant's mother were per-

formed. No Group A streptococcal isolates were iden-

tified. The mother's hospital admission record showed
that the drained abscess grew a heavy growth of a

Group A streptococcus. Both organisms were sent as

a pure culture to the Center for Disease Control in

Atlanta for M and T typing. Both isolates proved to

be M-type non-typeable, and T-type 3/13.

COMMENT
The isolation of an identical type of Group A strep-

tococcus from the blood of our patient and her moth-

er's abscess suggests a classic example of vertical

transmission. 5 Although it is possible that hospital

personnel transmitted the organism to both mother

and child, no other temporally related cases of Group
A streptococcal disease were reported from the nurs-

ery. It is more likely that the mother transferred the

organism to the baby postnatally or that the mother's

episiotomy site and the baby were infected by the

mother's vaginal flora at parturition.

In any case, because it is certain that the baby

was colonized before 12 days of life, we are reminded

that the Group A streptococcus can still cause late

onset, insidious neonatal bacteremia.

REFERENCES
1. Nieburg PI, Williams ML: Group A beta hemolytic streptococcal

sepsis in mother and infant twins. J Pediatr 1975;87:453.

2. Nelson JD, Dillion Jr HC, Howard JB: A prolonged nursery

epidemic associated with a newly recognized type of Group A
streptococcus. J Pediatr 1976;89:792-796.

3. Dunham EC: Septicemia in the newborn. Am J Dis Child,

1933;45:229-253.

4. McCracken Jr GH: Group B streptococci: The new challenge in

neonatal infections. / Pediatr 1973;82:703-706.

5. Siegel JD, McCracken Jr GH: Sepsis neonatorum. N Engl J Med
1981;304:642-647.

Drs. Ginsberg and Cohen are from the Department of Pediatrics at

Tulane University School of Medicine in New Orleans, LA.

Reprints will not be available.
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SIGNET-RING CELL CARCINOMA OF
THE URINARY BLADDER

GAULT H. TOWNSEND, MD; DEBA P. SARMA, MD

Primary signet-ring cell carcinoma, a rare

variant of adenocarcinoma occurring in the urinary

bladder of a 58-year-old man is described. About
30 such cases have been reported in the literature.

The tumor is highly aggressive with a bad
prognosis. A relatively prolonged survival can be

expected only from radical surgical excision of the

early lesions. Radiotherapy and chemotherapy are

usually not effective in controlling the disease.

T
he most common bladder cancer is a transitional

cell carcinoma. Adenocarcinoma constitutes less

than 2% of all bladder cancers. Signet-ring cell car-

cinoma is a rare variant of adenocarcinoma most com-

monly occurring in the stomach. A primary signet-

ring cell carcinoma of the urinary bladder is very rare.

We are reporting such a case and briefly reviewing

the English literature on the topic.

CASE REPORT
A 58-year-old man was hospitalized for congestive

heart failure. After the patient's cardiac status was
stabilized, his serum BUN and creatinine levels were

noted to remain elevated. Urine output continued to

be low. Urinalysis revealed hematuria and protein-

uria. The patient was seen in the urology clinic one

month prior to this hospitalization when he presented

with a 2-month history of incontinence, frequency,

and urgency. The prostate was felt to be normal. An
ultrasound study of the urinary tract revealed a bi-

lateral hydronephrosis, ureteral dilatation, and a mass

in the area of the trigone of the bladder. A biopsy of

the bladder lesion revealed a poorly differentiated

mucinous adenocarcinoma with predominant signet-
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Fig 1 . Bladder biopsy showing diffusely infiltrating

signet-ring cells with pools of clear muci-

nous material in the stroma (H & E, x 80).

Inset: Signet-ring cells show intracyto-

plasmic vacuoles pushing the nuclei periph-

erally into crescenteric shape (H & E, x 250).

ring cells (Fig 1). Further work-up included CT scan

of the abdomen and pelvis that did not reveal any

lesion in the gastrointestinal tract or any evidence of

extrapelvic extension of the tumor. A surgical resec-

tion of the bladder was not indicated because of high

risk. The patient underwent bilateral nephrostomy
that had lowered the serum BUN and creatinine lev-

els. The patient is alive four months after diagnosis.

DISCUSSION

Adenocarcinoma constitutes less than 2% of all blad-

der cancer. Signet-ring cell carcinoma is a rare variant

of adenocarcinoma. In one study of 64 cases of pri-

mary adenocarcinoma of urinary bladder, only one

case was a signet-ring cell carcinoma. 1 About 30 cases

of signet-ring cell carcinoma have been reported. 2 The
lesion has been reported more often among men2 and
ages range from 38 to 83 years. 3 Because of the char-

acteristic diffuse infiltration of the mucosa and the

bladder wall by the neoplastic signet-ring cells, pre-

senting symptoms include irritative voiding, hema-
turia, and urinary retention. 3 Ureteral obstruction may
be present in a large number of cases. Diagnosis is

established after a microscopic examination of the

bladder biopsy. The bladder mucosa and the wall are

diffusely infiltrated by clumps or single neoplastic cells

containing cytoplasmic vacuoles of mucin resulting in

compression of the nuclei to the cell wall (Fig 1). The
neoplastic cells with a large amount of intracyto-

plasmic mucin and peripherally located crescenteric

nuclei are called “signet-ring cells." There may be

large accumulation of extracellular mucin in the

stroma. The tumor is believed to be arising from the

totipotential urothelium that may undergo metaplas-

tic changes into glandular and mucinous epithelium. 4

The signet-ring cell carcinoma of the bladder is a

highly lethal disease. The mean survival of patients

is less than eight months after diagnosis. 3

The tumor usually does not respond to radio-

therapy or chemotherapy. 3 - 4 The only prolonged sur-

vival can be expected after a radical cystectomy on

patients with localized early lesions. 4
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Physicians Recognition Award
Eleven physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during

December, 1986. This award is presented by the American Medical Association to physicians who have

voluntarily completed 1 50 hours of continuing medical education during a consecutive three-year time period.

Of these 150 hours, at least 60 must be in AMA/PRA Category 1. These eleven individuals and the cities in

which they reside are presented below.

Alexandria

David Bryan Rhodes, M.D.*

Basile

Bobbie Wakeland Deshotel, M.D.*

Baton Rouge

Charles E.P. Spurlock,M.D.

Et'ren M. Tanjutco, M.D.

Hammond
Macsuu Hau, M.D.*

New Orleans

Charles N. Aprill III, M.D.*

Barbara Nell Massony, M.D.*

Louis Trachtman, M.D.

Slidell

Vicky Sue Hebert, M.D.

Ali Roomi Nusrat, M.D.

Thibodaux

Ann Long Jackson, M.D.*

*These individuals are members of the Louisiana State Medical Society.

The criteria for the PRA are planned for maximum compatability with other voluntary or required CME pro-

grams. Physicians who have qualified for the CME programs sponsored by the following medical organizations

have met the requirements for the AMA/PRA.

American Academy of Dermatology (AAD)

American Academy of Family Physicians (AAFP)

American Association of Neurological Surgeons/Congress of Neurological Surgeons (AANS/CNS)

American College of Obstetricians and Gynecologists (ACOG)
American College of Preventive Medicine (ACPM)

American Psychiatric Association (APA)

American Society of Clinical Pathologists/College of American Pathologists (ASCP/CAP)

American Society of Colon and Rectal Surgeons (ASCRS)

American Society of Plastic and Reconstructive Surgeons, Inc. (ASPRS)

American Urological Association, Inc. (AUA)

Arizona Medical Association, Inc. (ArMA)

California Medical Association (CMA)

Massachusetts Medical Society (MMS)

Medical Society of the District of Columbia (MSDC)
Medical Society of New Jersey (MSNJ)

Medical Society of Virginia (MSV)

National Medical Association (NMA)

Pennsylvania Medical Society (PMS)

Physicians who have qualified within the last 3 years for the certification program sponsored by CMA, have

met the requirements of AAD, AAFP, or the Continuing Professional Development Program (CPD) of ACOG
may receive the AMA/PRA upon request. Physicians who qualify for the ArMA/CME, and the joint ASCP/CAP
Pathology CME Certificate automatically receive the PRA. For further information contact the Department of

Special Programs of the Louisiana State Medical Society.
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PROFESSIONAL LISTINGS

Plastic Surgery Associates
JAMES B. JOHNSON, M.D.

Simeon H. Wall, M.D. (A Professional Corporation)

John P. Valiulis, M.D.
Stephen J. Ramey, M.D.

•

Plastic & Reconstructive Surgery

Surgery of the Hand
Cosmetic Surgery Microsurgery

Plastic & Reconstructive Surgery

Cosmetic Surgery

940 Margaret Place, Suite 300 Shreveport, La. 71101 4770 1-10 Service Road Metairie, Louisiana 70001

(318)221-1629 454-6103

We Can BeA Positive Reflection On
Your Practice.

At Diagnostic Imaging Services, we know the importance of providing your patients with caring, quality radiology

services. And we strive to do so in a manner which enhances your relationships with your patients.

Our offices are conveniently located in Metairie and Kenner, open weekdays and Saturdays to serve you and
your patients.

Our practice offers:

• X-rays and CT Scanning

• Mammography/patient

education

• Ultrasound and amniocentesis

• Nuclear imaging

• Office myelography

• Outpatient angiography

• Immediate telephone consultation

with our board-certified radiologists

• Same-day reports

• Immediate appointments

• Insurance staff to assist your patients

• Ample parking

• EKG and laboratory facilities on-site

We welcome the opportunity to serve you and your patients. Give us a call at 888-7921 in Metairie or 464-5711 in Kenner.

DIS^S
DIAGNOSTIC IMAGING SERVICES

RADIOLOGISTS AND DIRECTORS
DOCTORS SIMS. SOLE, VOTH AND ASSOCIATES
3625 HOUMA BOULEVARD 325 W ESPLANADE AVENUE
METAIRIE. LOUISIANA 70006-9990 KENNER. LOUISIANA 70065-2541

(504)888-7921 (504)464-5711
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NFORMATION FOR AUTHORS
MANUSCRIPTS should be of a reasonable length

and double spaced on firm white paper 8V2 x 1

1

inches with adequate margins. This applies to all

text elements: references, legends, footnotes, etc.

Single spaced manuscripts and photo copies will

not be considered. The original and one duplicate

should be submitted. Manuscripts are received

with the explicit understanding that they are not

simultaneously being considered by any other pub-

lication. Accepted manuscripts become property of

THE JOURNAL and may not be published else-

where without permission from the author and THE
JOURNAL. Manuscripts are subject to copy edit-

ing.

TITLE PAGE should carry (1 ) the title of the article,

which should be concise but informative; (2) first

name, middle initial, and last name of each author,

with highest academic degree(s); (3) name and

address of author to whom requests for reprints

should be addressed, or statement that reprints will

not be available from the author.

ABSTRACT should be the second page consisting of

no more than 1 50 words. The abstract should be a

factual (not descriptive) summary of the work and

should contain: 1) a brief statement of the paper's

purpose, 2) the approach used, 3) the material stud-

ied, and 4) the results obtained. Emphasize new
and important aspects of the study or observations.

KEY WORDS should follow the abstract and be

identified as such. Provide three to 1 0 key words or

short phrases that will assist indexers in cross-

indexing your article. Use terms from the Medical

Subject Headings list from Index Medicus when
possible.

SUBHEADS should be used to provide guidance for

the reader. This format is flexible but the subheads

would ordinarily include: Methods and Materials,

Case Reports, and Discussion.

REFERENCES must be limited to a reasonable num-
ber. They will be critically examined at the time of

review and must be kept to a minimum. Personal

communications and unpublished data should not

be included. The following form can be followed:

Journals

(1) Authors: Use the surname followed by initials

without punctuation. The names of all authors

should be given unless there are more than three, in

which case the names of the first three authors are

used, followed by "et al." (2) Title of article. Capi-

talize only the first letter of the first word. (3) Name
of journal. Abbreviated according to Index Medi-

cus. (4) Year of publication; (5) Volume number: (6)

Inclusive page numbers.

Books

(1) Author, (2) Title, (3) Place of publication, (4)

Publisher, (5) Year of publication.

All references must be cited in the text and the list

should be arranged in order of citation, and not

alphabetically.

ILLUSTRATIONS consist of material which cannot

be set in type. Photographic material should be

submitted as high contrast, glossy prints. Omit illus-

trations which do not increase understanding of

text. Composite figures and figures labeled A, B, C,

etc. cannot be reproduced adequately in column

width without loss of detail; therefore, each seg-

ment must be considered a separate illustration.

Illustrations must be limited to a reasonable num-

ber. Four illustrations should be adequate for a

manuscript of 4 to 5 typed pages. Legends should

be typed on a separate sheet of paper. The follow-

ing information should be typed on a gumed label

and affixed to the back of each illustration: figure

number, title of manuscript, name of senior author,

and arrow indicating top.

TABLES should be self-explanatory and should sup-

plement, not duplicate, the text. Number tables

consecutively and supply a brief title for each. Each

should be typed on a separate sheet of paper.

REPRINT ORDERS will accompany galley proofs

which are sent for author's corrections.
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VIEWPOINT

Viewpoint is a forum for your comments and opinions.

It is provided to allow readers the opportunity to express ideas and

reactions to material printed in the Journal or on issues and

problems facing medicine. To share your opinions with the LSMS
membership through Viewpoint, write: Viewpoint, Journal of the

LSMS, 1700 Josephine Street, New Orleans, Louisiana 70113-1596.

PATIENT DIGNITY AND THE PROFESSION OF MEDICINE:
WHAT’S IT ALL ABOUT?

The relationship between the

medical profession and the

public is constantly changing.
Many people say for the worse. Al-

though the problem is multifacto-

rial, a significant part of the prob-

lem lies with medical education.

Biomedical science in this century

has given physicians spectacular

abilities to cure ailments of the

body. Medical education empha-
sizes these facts. However, this

leaves the nascent physician with
the idea that his only moral charge
is to diagnose, cure and save lives.

The profession's public image
would improve if physicians were
taught and then practiced as if they
believed that these abilities were
merely means to an end: which is

the preservation and restoration of

the dignity of the patient.

This year, more than in the

past, I have heard the question,

“What's it all about?" The ques-
tions was not asked about life, but
about the practice of medicine.
These are some of my thoughts
about this question.

Why does a person seek the

advice of a physician? Two people
may have a similar ankle injury,

yet only one may feel compelled to

see a physician. Numerous factors

influence this action: pain toler-

ance, understanding, chronicity,

opportunity, availability of health

care and cost are a few. These fac-

tors surround a more important
concern: a loss or the threat of one.
This loss causes a person to suffer.

Persons will try to avoid or remove
conditions which cause suffering.

It is for this reason that a person
goes to see a physician. It is for this

reason that the practice of medi-
cine exists.

What is this critical loss? Al-

though physical pain, such as that

experienced from a sprained ankle

can be a cause of suffering, most
of the suffering is generated not so

much by the loss of ankle function

but rather by the loss of rationality

and self-worth.

Rationality may be defined as

having three parts: the ability to

conceive of the consequences of

one's actions, the ability to create

laws or rules to govern these ac-

tions and the ability to choose an
action to bring about a conse-
quence while not exceeding the

limits established by the laws and
rules.

Rationality is a unique char-

acteristic of persons. It allows per-

sons to act as independent moral
agents: to will, and to be respon-

sible for one's actions. Persons can
act to create a sense of well-being

within themselves and within oth-

ers. Playing basketball may result

in such a state of mind. Because of

the power it gives persons, ration-

ality has enduring and inestimable

value. Persons, therefore, see its

loss or even its temporary efface-

ment as a tragic, personal event.

This personal loss is a spiritual

one but real nevertheless. Because
the loss strikes at the essence of

personhood, it leaves persons be-

lieving they are worth less, or in

other words, believing they have
lost their dignity.

Though rationality can be lost

or limited, a person can, alone or

often with help, defend and repair

it and thereby retain or restore

dignity. This is possible because

persons are more than the sum of

their physical parts. A person
whose choice of action is limited

by a physical disability does not al-

ways go to a physician. This sug-

gests that it is possible for a person

to compensate for the lost rational

action. One person with a painful

ankle may find the inability to play

basketball an intolerable loss of self-

worth and a source of great suf-

fering, while for another, the time

normally spent playing basketball

may be satisfyingly spent painting.

For the latter, the loss of dignity

was repaired through the efforts of

the mind and spirit. The body fre-

quently loses its ability to regen-

erate and repair parts, but the per-

son being more than his tangible

components, never does.

The physician can influence a

person's activities and thereby the

person's sense of self-worth. The
physician can restore the function

of a painful ankle through the use

of anti-inflammatory agents and
thereby restore playing basketball

as a rational action, or he can sug-

gest other rational actions which
can substitute for the lost one. In
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both instances, the physician has
helped to restore a person's sense

of self-worth.

But a sense of self-worth is not

only generated from internal sig-

nals. A person's assessment of self-

worth is to a large extent also de-

pendent upon signals we receive

from external sources. The signals

we receive from other persons are

the most important. Here, too, the

physician can strongly promote
healing.

Because each person is unique,

each possesses inestimable worth,
and each wants to believe this. By
treating a patient with respect, the

physician can influence this belief.

Furthermore, because a person
seeking medical care, by the au-

thors' argument, has a diminished
sense of self-worth, physician sig-

nals are critical to the healing proc-

ess.

These signals must be clear and
consistent because in the name of

caring, physicians frequently sub-

ject their patients to a further loss

of control. Physicians ask and often

demand answers to questions
which may yield sensitive and em-
barrassing information. Physicians

place patients in undignified po-

sitions and touch private body
parts. The effects of these indig-

nities must be counteracted to pro-

mote healing.

This is accomplished, not by
applying the special skills of the

medical profession but rather by
adhering to moral principles which
govern personal behavior. Physi-

cians must keep promises. If a pa-

tient is told he will be seen at 2:00

o'clock, the physician should see

him at 2:00 o'clock. A patient must
be told truthfully all the facts per-

tinent to his illness, so that he will

be able to make decisions concern-
ing his life and thereby preserve
his autonomy. Physicians must not
only avoid injuring patients, but
they must be benevolent and dis-

The problems created by
the defective interfacing of

modern medicine and the

needs of the modern pa-

tient can be corrected if the

medical profession reaf-

firms its adherence to the

principles of humanism
and to the belief that there

is no substitute for the

personal encounter in

medical caring.

pense their services with justice.

These considerations will be inter-

preted by patients as signs of re-

spect and that their worth is not

diminished by illness.

Unfortunately, this concept of

a person and his relationship to ill-

ness and medical care is rarely dis-

cussed in modern medical educa-

tion. The authors believe this

deficiency to be the essence of the

problems physicians in the United

States have with their patients.

How did this deficiency arise?

The physician's prevalent,

functional perception of a person
is that of a body, whose totality is

the sum of his organs. This mis-

perception is partly a legacy of

Cartesian dualism. This philoso-

phy assigned the task of under-

standing the workings of the mind
and spirit to the Church and that

of the body to science. Then, in the

early Twentieth Century Flexner's

influential report advised that the

practice of medicine be made more
scientific. The United States gov-

ernment made this possible by ap-

portioning vast sums of money for

scientific medical research to better

repair the bodies of persons used
in the many wars. A great many of

these discoveries have had extraor-

dinarily successful and practical

applications. Antibiotics allow us

to cure a host of infectious illnesses

while antisepsis, anesthesia and
computerized axial tomography fa-

cilitated the development of new
surgical techniques. Given this his-

tory, these powerful tools and the

often dramatic and well-publicized

effects of their use on the body, the

physician firmly grasped the purely

physicial concept of the person.

This would be all right, were
it not that the Reformation freed

the soul from the Church,
Nietzsche questioned the existence

of God, and modern medicine can-

not always produce therapeutic

successes. Patients left without
cures for their physical illnesses are

also left without counsel for their

spiritual scars and loss of self-

worth. In traditional societies, re-

ligious leaders filled this need. In

the modern secular West, such re-

lationships have deteriorated, and
society appears to be asking phy-

sicians to fill the void. Flush with

successes spawned by its marriage

to science, medicine has been slow

to change the curricula of its train-

ing institutions. Its physicians,

therefore, are incapable and un-

willing to provide this care, and
many of their patients are dissat-

isfied.

The problems created by the

defective interfacing of modern
medicine and the needs of the

modern patient can be corrected if

the medical profession reaffirms its

adherence to the principles of hu-

manism and to the belief that there
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is no substitute for the personal en-

counter in medical caring. The sig-

nals reaffirming dignity cannot
come from computers. If the main-
tenance and restoration of self-

worth is the target of the medical
encounter, this can only be accom-
plished through signals provided
by another person. That other per-

son usually is the physician.

Therefore, physicians must
view their patients as persons: the

sum of mind, spirit and body. Phy-
sicians must see their reflections in

the faces of their patients. In this

way, they will remember that each
person has identical value, and it

is the self-perception of that value
that physicians must defend and

restore. If this is not challenge

enough, it can be argued that

through their duty of station phy-
sicians must also defend the dig-

nity of humankind.
This, in my opinion, is what

it's all about.

IRWIN P. COHEN, MD
CAROLYN ROBERTS

NEW ORLEANS

Hundreds of

careful

physicians

nave selected

MDX medical
data software.

Find out why.

Physicians who have thoroughly investigated

their choices are selecting MDX— and

detecting bottom-line benefits.

Benefits like improved cash flow. Fteal control

over patient billing. Word processing that

delivers yourmessage. Concise reports.

Meaningful medical records. And more.

Because MDX runs on UNIX and XENIX
operating systems, multiple users can perform

multiple tasks simultaneously. And that

means increased productivity. A single user

PC/MS-DOS version is available for IBM

PC/XT and compatibles.

[Aim] SPERRY

Call us for more information on MDX— and on

hardware that's right for your office.

Electronic Claims

Submission Available

COMPUTER SPECIALTIES, INC.— Systems Division—
2209 Lapalco Blvd. • Harvey, LA 70058

(504) 362-3649 Serving the Metro New Orleans

area and South Louisiana.
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Produced by the Task Force

for Management of Health

Care Delivery, this patient

information brochure

describes the various

alternative health

care delivery systems.

The brochure emphasizes

the important role of

private practice medicine.

Twenty
complimentary

copies of the

brochure are being

sent to all LSMS
members. Each

physician may also

request an unlimited

supply at no charge.

Brochures are available by contacting the Public Affairs Department at

(504) 561-1033 or (800) 462-9508.
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NEW MEMBERS

Applications for membership have been received from the follow-

ing physicians by the respective parish medical societies as of Jan-

uary 20, 1987. The Louisiana State Medical Society is pleased to

welcome:

Lafayette

Errol C. Anderson, MD, 416 Doucet Road, #1-B, Lafayette 70502.

Dr. Anderson received his medical degree from the University of

Texas in Dallas in 1981. He specializes in diagnostic radiology.

Juan C. Zeik, MD, 200 McDonald St., #12-B, Lafayette 70506. Dr.

Zeik received his medical degree from the Universidad of Central

del Este in the Dominican Republic in 1979. He specializes in in-

ternal medicine.

Ouachita

Steven M. Brazeel, MD, 312 Grammont, Suite 303, Monroe 71201.

Dr. Brazeel received his medical degree from the University of

Arkansas in 1982. He specializes in family practice.

Karanjit S. Kooner, MD, PO Box 1881, Monroe 71201. Dr. Kooner

received his medical degree from Dayanand Medical College in

India in 1974. He specialized in ophthalmology.

Rapides

Jose R. Garcia-Ramirez, MD, PO Box 13030, Alexandria 71315. Dr.

Garcia-Ramirez received his medical degree from the University of

Puerto Rico in 1977. He specializes in internal medicine.

David J. Holcombe, MD, 1337 Centre Court, Alexandria 71301.

Dr. Holcombe received his medical degree from Catholic University

of Louvain in Belgium in 1981. He specializes in internal medicine.

Shreveport

Cecil C. Dopson Jr., MD, 610 Herndon, Shreveport 71101. Dr.

Dopson received his medical degree from Louisiana State Univer-

sity in Shreveport in 1976. He specializes in psychiatry.

Fredrick W. Knight, MD, 2751 Virginia Ave., Suite 2F, Shreveport

71103. Dr. Knight received his medical degree from Louisiana State

University in Shreveport in 1980. He specializes in vascular surgery.

Vernon
Guru P. Ghanta, MD, 701 West Port Arthur Blvd., Leesville 71446.

Dr. Ghanta received his medical degree from Andhra Medical Col-

lege in India in 1971. He specializes in general surgery.

Intern/Resident Members

OUACHITA

Amy M. Givler, MD, 4801 South Grand Ave., Monroe 71201. Dr.

Givler received her medical degree from Georgetown University

in 1986. She specializes in family practice.

SHREVEPORT

Ann W. Younker, MD, 171 Ockley Drive, Shreveport 71105. Dr.

Younker received her medical degree from Louisiana State Uni-

versity in Shreveport in 1985. She specializes in family practice.
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The Gulf South

HEART
CENTER

EAST JEFFERSON GENERAL HOSPITAL

In the January, 1987 issue of

National Geographic, a thirty-nine

page article called “Medicine’s New
Vision” featured the most advanced
imaging technologies. It included

extensive editorial and
visuals on M.R.I.,

radioisotope imag-

ing, computed
tomography and

sonography.

Digital subtraction coronary
angiography at The Gulf South Heart
Center of East Jefferson General
Hospital was reviewed on pages
thirty through thirty-three. We rec-

ommend this article for

your patient education

library. To order a free

copy, write us at

the address below.

Reaching Every
Area of

Heart Care.

4200 HOUMA BOULEVARD . METAIRIE, LOUISIANA 70011

JOURNAL VOL 139 NO 4 APRIL



Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

BEWARE OF PAUSES

JORGE I. MARTINEZ-LOPEZ, MD

The rhythm strip shown below, lead 2, belongs to a 75-year-old black male. It was recorded shortly after

he was admitted to the hospital with left-sided hemiparesis secondary to a stroke. No other information

was available.

What is your diagnosis? Elucidation is on page 15.
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V

rlow important
is your son’s education?

Dr. Gerald LaNasa
(Attended St. Stanislaus from 1949-51)

Dr. James Grace
(Attended St. Stanislaus from 1952-56)

St. Stanislaus - A boarding school for boys

St. Stanislaus College was founded in 1854 by the Brothers of the Sacred Heart, a

religious order of men dedicated to the Christian education of youth. During the past 133

years thousands of young men have graduated from St. Stanislaus and taken an important

place in today’s world. Many of these graduates are in the medical profession in the state

of Louisiana, and these same men look back with pride to their high school days at

St. Stanislaus.

Today St. Stanislaus in Bay St. Louis, Mississippi is a college preparatory school for boys in
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EGC of the Month
Case presentation is on page 13.

DIAGNOSIS — to be discussed

The interpretive approach to the rhythm strip and the

final diagnosis form the basis of the discussion to

follow.

DISCUSSION

Interpretation of ECG tracings requires that certain

things be looked for systematically. Assuming that

there are no technical problems with the tracing, one

conducts a search for evidence of atrial and ventricular

activity. Once identified, the interpreter determines

whether there is a constant, inconstant, or absence of

temporal relationship between atrial and ventricular

activity. Measurement of specific intervals, such as

the PR, QRS, and QT intervals, provides valuable

additional information. Analysis of ECG tracings also

includes inspection of the polarity and configuration

of P waves, QRS complexes, ST segments, T waves,

and U waves. Finally, one should also scan the tracing

for unexpected or unusual findings that may be of

clinical importance.

In the tracing shown above, one can be certain

of a number of findings. First, atrial activity is evident,

is of sinus origin, and recurs at 68 times a minute.

Second, ventricular activity is also present and is as-

sociated with narrow QRS complexes (0.07 sec), a

finding that indicates normal intraventricular con-

duction of supraventricular impulses. Third, a sinus

P wave precedes every narrow QRS. This finding leads

one to conclude that there is a 1:1 P:QRS ratio. In

other words, every QRS complex occurs in response

to the sinus P wave that precedes it. Fourth, the QT
interval, a reflection of biventricular repolarization,

and T waves are normal. Last, one is struck by the

unexpected pauses. For example, pauses are found
after the second, sixth, and seventh QRS complexes
in the top panel, and after the first and second QRS
complexes in the lower panel; no pauses are recorded

in the middle panel.

Having stated the obvious, we must now seek

an explanation for the recorded pauses. Could they

represent second-degree AV block of either type I or

type II variety? Or could the pauses occur because
there are "hidden," so-called "blocked," atrial pre-

mature beats? The possibility of "profound" sinus

arrhythmia should not be given diagnostic consid-

eration at all!

The distinction between type I and type II sec-

ond-degree AV block is not always easy. In fact, Mar-

riott emphasized that “type II AV block is a pregnant

source of misconception and confusion since type I

block is often mistaken for it." Typical type I AV block

(also termed Wenckebach periodicity, Wenckebach
phenomenon, Wenckebach AV block) shows pro-

gressive lengthening of the PR interval until a sinus

P wave is blocked. Associated with the progressive

prolongation of the PR interval is a progressive re-

duction of the R-R interval. Ventricular complexes are

narrow because the site of block is usually at the AV
node; less frequently, it is at the bundle of His. More
often, however, type I AV block is atypical and does

not display the ECG features of the typical form. In

contrast to type I AV block, the PR interval remains

constant before the sinus P wave is blocked in patients

with type II AV block; QRS complexes are almost

always abnormally wide because the site of block is

in the distal cardiac conduction system.

It is appropriate at this time to return to the trac-

ing shown above and to make additional observa-

tions. As stated earlier, intraventricular conduction is

normal. Measurement of the PR interval shows that

it is lengthened, but its length is not constant. In some
cycles, the PR interval measures 0.24 sec. and in oth-

ers 0.26 sec. If the recorded pauses are caused by
either type I or type II AV block, one should be able

to identify the blocked sinus P wave in the tracing.

Measurement of the P-P interval should be predictive

of the anticipated location of the blocked sinus P wave.

When this is done, it becomes apparent that no blocked

sinus P waves can be found following the QRS com-
plexes that mark the beginning of the unexpected
pauses. On this basis, the possibility that either type

I or type II AV block can explain the observed pauses
can be excluded.

Return to the tracing one last time and closely

analyze the contour and the configuration of the T
wave in each of the QRS complexes that signal the

beginning of a pause. Then compare those T waves
with those of the preceding cycles. It should be noted

that every T wave recorded at the beginning of a

pause has a visible notch in either the upstroke or the

summit of the T wave. These notches are represent-

ative of non-conducted ("blocked") atrial premature
beats. The term "non-conducted"is preferred, rather
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than "block/' because it is a physiological phenom-
enon and not pathological. The atrial premature im-
pulses are not conducted because they occur so early

in the cardiac cycle that they encounter physiological

refractoriness either in the junctional tissues or in the

distal cardiac conducting system or both and can not
enter the ventricular musculature.

The pauses that follow the non-conducted atrial

premature impulses occur because the premature im-

pulses not only depolarize the atria, but also the SA
node, resetting it. Note that the sinoatrial escape in-

terval is longer than the usual P-P interval. Whether
or not this phenomenon represents "abnormal"
suppression of the SA node, ie, sinus node dysfunc-

tion, can not be established on the basis of the surface

ECG.
Because the unexpected pauses are caused by

non-conducted atrial premature beats, two other di-

agnostic possibilities can be excluded: intermittent si-

noatrial arrest and intermittent, type II, second-de-

gree sinoatrial block.

Now we are ready for the final diagnosis: Sinus

rhythm, first-degree AV block, and non-conducted
atrial premature beats.

Beware of pauses . . . they have many causes!
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OTOLARYNGOLOGY/
HEAD AND NECK SURGERY REPORT

HEMANGIOMA OF THE HEAD
AND NECK

ROBERT POE, MD; PAUL A. BLAIR, MD

Hemangioma of the head and neck region is a

common benign lesion that can lead to serious

sequelae in some instances including hemorrhage,
airway obstruction, cosmetic deformity, and

interference with deglutition, speech and
mastication. The multiple treatment modalities

infer a lack of ideal treatment, but they also vary
with site, extent, functional impairment, cosmesis
and age of the patient. These treatment modalities

are discussed and a case report presented.

A 12-year-old Arabic female presented with a one-

year history of a progressively enlarging mass in

the tongue with intermittent swelling that interfered

with speech, eating and cosmesis. The mass appeared
as a 2 x 2.5 cm ill-defined, cobblestone appearing,

bluish mass on the left anterior dorsum of the tongue

(Fig 1). A biopsy was obtained which was consistent

with capillary hemangioma.
The patient was admitted for planned excision.

Preoperative evaluation revealed alpha-thalassemia

with the hematrocrit being 31.0%, and therefore, one
unit of blood was given prior to surgery. The patient

was nasotracheally intubated, and a surgical wedge
resection carried out with electrocautery with an es-

timated 100 cc of blood loss. The patient remained
nasotracheally intubated overnight in the SICU and
was extubated the following morning without any
sign of aiway obstruction. She began eating a soft diet

on the second postoperative day and was discharged

home on the third postoperative day. Follow up visits

up to four months later have shown good speech

function and no definite sign of recurrence.

DISCUSSION

Hemangiomas comprise a portion of the spectrum of

vascular tumors from A-V malformations to lym-
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Fig. 1. Hemangioma of the head and neck

phangiomas. Histologically they are classically di-

vided into capillary and cavernous types, but other

subgroups have been described. 1 There is often a com-
bination of different types of hemangiomas along with

lymphangiomatous and A-V malformation compo-
nents within a given lesion. These lesions represent

hyperplasia of blood and/or lymph vessels independ-

ent of normal channels.

Hemangioma is the most common benign tumor
of infancy with over 50% encountered in the head
and neck region. Mostly of congenital origin, 85% are

seen in newborns and first year infants. Association

with other malformations is common (Von Hipel's

disease, Muffuci's syndrome, Sturge-Weber syn-

drome, Osler-Weber-Rendu disease, Kassabach-Mer-

ritt syndrome, and others). There is a 3 to 1 female

prevalence. In adults, they may be acquired second-

ary to masticatory trauma.

Although the clinical behavior is unpredictable,

the natural history of infantile hemangioma (straw-

berry nevus) is rapid growth from 2 to 3 months of

age until 1 to 2 years of age. Spontaneous regression

then usually occurs over several years. The port-wine

stain variety of capillary hemangioma tends to remain
relatively stationary, while the cavernous heman-
gioma and A-V malformation tend to gradually en-

large. During pregnancy, a rapid rate of growth may
ensue. The spontaneous regression occurs by an in-

farction mechanism with blood clot formation which
undergoes fibrous transformation producing obstruc-

tion of vascular channels.

Initial presentation may vary from complaints of

a painless swelling to airway obstruction, hemor-

rhage, ulceration, cosmetic deformity or difficulty with

swallowing, speech or mastication depending on the

size and site of the lesion.

Clinically these tumors appear as soft, compress-
ible, vascular lesions with indistinct boundaries and
are usually painless. They may be cutaneous, mu-
cosal, intramuscular, intraosseus or within salivary

gland tissue. They may have an audible bruit if AV
malformation components are prominent. Occasion-

ally, intraosseous hemangiomas may present as ar-

terial hemorrhage following simple tooth extraction.

Since the vast majority of congenital heman-
giomas resolve spontaneously, active treatment is

usually unnecessary unless there is major interference

with normal function of vital organs. Suggested cri-

teria for aggressive treatment are 1) airway obstruc-

tion, 2) hemorrhage, 3) infection, 4) loss of tissue re-

sulting in cosmetic deformity and 5) threatened
cardiovascular compromise. 2 In particular, untreated

hemangioma of the oral cavity can lead to deformity

of the mandible, erosion or decay of teeth by contin-

uous pressure, speech defects, increased vulnerability

to repeated trauma causing bleeding, ulceration, ne-

crosis and infection, any of which may lead to airway

obstruction. 1 ' 3 - 4

TREATMENT
Conventional methods of treatment include steroids,

surgical excision, laser excision, cryotherapy, ligation

or embolization of feeding vessels, radiation, and in-

jection of sclerosing agents. All of these methods have

disadvantages in treatment of head and neck heman-

giomas, and none have been uniformly applicable.

Hemangiomas respond best to steroids when ag-

gressive therapy is instituted in early infancy. Cap-

illary hemangiomas show greater response than cav-

ernous hemangiomas. The mechanism seems to be

related to increased vascular sensitivity to circulating

vasoconstrictive agents, rather than any anti-inflam-

matory effect. 2 - 5

The cavernous hemangioma in the head and neck

region is best treated by complete surgical excision

when feasible. Surgery is indicated with flat heman-

giomas covering small areas where immediate plastic

reconstruction is possible. For smaller hemangiomas
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of the tongue, a simple wedge resection is the pre-

ferred treatment. 1 In other oral hemangiomas, sur-

gical excision of enough excess tissue to permit oc-

clusion and relieve mandibular pressure should be

the goal. Electrocautery is generally employed vs. cold

steel in oral excisions to aid in hemostasis during sur-

gery. Management of larger deeply seated lesions

usually involves some sort of wide field surgical ex-

cision which may result in disfigurement that is dif-

ficult to justify for the treatment of a relatively benign

lesion. Excessive intraoperative and postoperative

bleeding, incomplete excision with recurrence of the

lesion, functional impairment from repeated excision,

postoperative edema leading to airway obstruction,

and thrombocyte sequestration leading to life-threat-

ening thrombocytopenia, frequently make this ap-

proach undesirable. In short, total removal involving

mutilating sacrifice of important functional tissue is

not indicated.

The C02 laser has been extensively used for ex-

cision of vascular tumors. Major advantages of the

cutting and coagulation qualities of the C02 laser are

the decrease in blood loss and less postoperative

edema and pain, presumably by the sealing of small

blood and lymphatic vessels and nerve endings. The
high water content of vascular lesions absorb the laser

light preferentially, resulting in cell vaporization and
leaving adjacent tissue practically unaffected. The
continuous visibility of the operative field due to con-

trolled hemorrhage allows better distinction between
normal and pathologic tissue. The major disadvan-

tage of the laser is lesion accessibility. 6

The congelation and necrosis of living tissue pro-

duced by freezing at - 20°C for 60 seconds also pre-

vents hemorrhage of vascular lesions. Cryosurgery is

best suited for small lesions and can be performed
under local anesthesia. Initial edema is followed by
tissue slough at four days with complete healing in

four to six weeks. Sensory nerve endings are de-

stroyed on contact reducing post-treatment pain to

minimal. The resulting fibrous transformation retards

regrowth of vessels, leading to a low recurrence rate.

Cryosurgery is indicated in patients unsuitable for

extensive surgery, smaller lesions, and as an adjunct
for surgical excision of deeper tumors. Complications
include scar deformity and depigmentation if the skin

is exposed to the freezing agent. 3 '7

Embolization is used mainly in large, deforming
hemangiomas of the head and neck. Superselective ^
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angiography and embolization of the external carotid

artery system using gelfoam and polyvinyl alcohol

foam particles is used to reduce the vascularity and
size of large hemangiomas. Subsequent surgery can
be performed to ablate residual tumor if necessary,

with reduced hemorrhage. Embolization can be re-

peated in stages for inoperable cases. Complications
include particulate backflow into the intracranial cir-

culation leading to cardiovascular accidents, transient

edema of the lesion that may cause airway obstruc-

tion, necrosis of non-involved tissue including facial

skin, and renal failure from contrast material over-

load. 8 - 9 - 10

With simple proximal ligation of feeder vessels,

ipsilateral and contralateral collateral vessels are stim-

ulated, including branches of the internal carotid ar-

tery system via ophthalmic, ethmoidal and meningeal
arteries. Once this intracranial collateralization de-

velops, effective use of surgery or embolic therapy is

not attainable.

The goals of intratumoral ligation are to ligate the

afferent and efferent vessels as well as the hyper-

plastic vascular dilatations which comprise the tumor
mass. Complications include recurrence of the lesion

and hyperplastic scarring. This method may be used
to devascularize the hemangioma prior to surgical ex-

cision and does not require angiography.
Few reports are seen in the literature over the

past 20 years concerning radiation therapy for he-

mangioma due to the relative resistance of the mature
endothelial cells of the hemangiomas to radiation and
the serious side effects associated with the large ra-

diation dose required for any response. Severe fibro-

sis, bony growth retardation, thyroid carcinoma,
damage to gonads, breasts, hair roots, skin, and oral

muscosa are examples. 1 - 4

Intralesional injection of sclerosing agents such
as quinine, sodium morrhuate, sodium psylliate, alkyl

sulphates, terradiol and other agents, may give fa-

vorable results in small hemangiomas. This method
is ineffective in hemangiomas containing large dilated

channels. The overall results are unpredictable, with

occasional reports of large areas of normal tissue

sloughing. 4

SUMMARY
The case presented was an anterior tongue capillary

hemangioma treated by surgical wedge resection. The
criteria for treatment included interference with nor-

mal function (speech and mastication) and cosmetic

deformity. The method of treatment was selected to

obtain a curative, non-deforming result with estab-

lishment of normal function and acceptable risks of

perioperative and postoperative hemorrhage and
edema. Antibiotics and steroids were administered to

reduce the risk of postoperative infection and edema.

Nasotracheal intubation was maintained for 24 hours

to prevent airway obstruction. The result has been

satisfactory with return of normal function and cos-

mesis and no sign of recurrence.

The treatment of head and neck hemangioma re-

mains a challenge to the head and neck surgeon. The
available treatment modalities should be carefully

considered with respect to the risks and benefits to

the patient. The applicability to the site and extent of

the lesion, amount of dysfunction and deformity, and
the degree of urgency to prevent serious sequelae

should determine the method of treatment of the head

and neck hemangioma.
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Frank J. Ilardi, MD, Editor

ANXIOUS PLEASURES
Thomas Gregor; The University of Chicago Press,

Chicago, IL, 1985, 223 pages.

By FRANK J. ILARDI, MD

The Menihaku are a gentle people who number a

mere 85 souls. They have lived isolated in a Bra-

zilian rain forest as long as anyone in their tribe can

remember. Their isolation is due not only to the dif-

ficulties of access to their territory, but also because

of their inherent distrust of outsiders. In their unin-

terrupted isolation, the Menihaku have evolved into

their own rich, complex and intriguing culture.

Thomas Gregor's book. Anxious Pleasures , is his sec-

ond volume about these strange people, and is an

attempt to further examine their unique culture.

For thousands of years the Mehinaku have lived

peacefully on the banks of the Tuatari, a tributary of

the Amazon. There, in occasional contact and com-
merce with their eight kindred tribes, they inhabited

the Xingu River Basin and lived solitary lives. Geo-

graphically, this river basin is located in the center

mass of the South American continent. It is extremely

remote and is surrounded by hundred miles of un-

inhabited and unexplored jungle. When the author

first encountered the Menihaku in 1967, he compared
the previous descriptions of their culture as written

by the first white man ever to contact the tribe in

1887. Nothing had changed and essentially no one
had contacted them in between.

Thomas Gregor first met the tribe when he was
a graduate anthropology student. Since then he has
become the director of Vanderbilt's Anthropology
Program but still continues his research on these peo-
ple. Anxious Pleasures, his latest work, is nothing less

than a tour de force in social anthropology. For psy-
chiatrists with a psychoanalytic orientation, or anyone
concerned with human behavior, it is a revelation in

that Gregor's point of view is unabashedly psychoan-
alytic.

The sexual life of the Menihaku is the specific

focus of this book. How this sexuality is reflected

throughout their daily existence is the method. Greg-

or's exposition is clear and concise. He leads the reader

slowly but inexorably towards his own conclusion:

for the Menihaku, sex is not merely another com-
ponent of their lives, but is the single most important

element of all of their existence. They are consumed
by sex in every moment of their waking lives. That

the sexual instinct should be so pervasive and influ-

ential is not new, especially to analysts, but that the

Menihaku should be so aware of this on a conscious

basis certainly is.

Menihaku are introduced to sex early in life. By
early adolescence they are experienced sexual part-

ners, and unlike westerners and “civilized" people in

general, they are entirely open about this. They have
not the slightest compunction in discussing even the

most intimate aspects of their sexual experiences. As
Gregor notes in his introduction paraphrasing a vil-

lager, “good fish gets dull, but sex is always fun." A
comment apparently echoed by the Menihaku.

Though they have marriage, extramarital affairs

abound and are an accepted part of Menihaku life.

They occur so frequently that such "liaisons defy de-

scriptive analysis, they are so common, numerous
and expected." To be a sexually active man is an im-

portant sign of virility, potency and masculinity. To
be otherwise is to bring shame on oneself.

But all is not so rosy for a Menihaku male, as

there is another, darker side of this equation. For the

Menihaku, sex is not only the most enjoyable activity

in which they engage, but it can also be the cause of

very serious problems. For men, under certain con-

ditions, it could cause a loss of his strength or cun-

ning, or even a severe illness. It can also cause stunted

growth in adolescence if that adolescent engages in

sexual activity while he is still ritually confined. And
then there is always the consciously felt possibility of

castration!

In these mostly unspoken fears, there is thus the

warning: "women emasculate men. All women are

dangerous to men. Those women who are most beau-

tiful and hardest to resist are the most dangerous of

all." For Menihaku, sexual pleasure is thus a double-

edged sword. There is pleasure but also the constant

threat of castration. Perhaps this is the true meaning
of their frantic sexual activity, as attempts at denying
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that omnipresent castrative possibility.

Gregor continues by clearly outlining the con-

sciously sexual aspects of the many routine parts of

Menihaku life. The fact that this influence is fully

recognized on a conscious level seems the most truly

astounding part of his findings on the Menihaku.
Thus, in the otherwise generally considered neutral

acts of eating and gathering food, the Menihaku are

influenced to interpret these acts as representative of,

and somehow related to, their own sexual impulses.

Their understanding of this relationship takes the form
of attempting to fathom the act of reproduction and
creation by categorizing food into male and female

genders. The female food is that which becomes di-

rectly transformed into semen in the male and which
then returns to the female in the form of a child within.

The processing of manioc, one of the main compo-
nents of their diet, is visualized as directly repre-

sentative of sexual relations, and the acts of eating

and swallowing as directly equated within the sexual

act.

One of the most fascinating aspects of this book
are the descriptions of the male's identification with
women in the ritual of the “couvade,"— ear piercing

which becomes “male menstruation." Gregor writes:

“thus the headdress, ostensibly a crown of

masculine adornment, caps an altogether

different view of a well-dressed Menihaku
man. His earrings are conferred in a ritual

in which he “menstruates." The feathers

for his earrings were in mythic times taken

from the vagina of the Sun's wife. And his

prominent headdress is symbolically as-

sociated with a woman's labia. Fully

adorned the Menihaku male is an icon of

female sexual anatomy."
Why should this be so when likening a Menihaku

male to a woman is the ultimate scorn or ridicule?

Gregor's hypothesis relates to a Menihaku male's

identification with the aggressor, in this case his own
castrating mother. This brings to light altogether new
and more subtle aspects of the intimacies of male-

female Menihaku relationships. He writes:

“For a Menihaku male . . . there is no
comfortable way to remain in touch with
the anxieties associated with feminine
identification. . . . Ritual and myth resolve

the problem by separating this aspect of

self from the individual. ... In the ritual

of ear piercing and of the couvade, and the

stories of ancient times . . . we see a fem-

inized masculine self that is normally deeply

recessed and hidden."

Powerful and tantalizing material!

Thomas Gregor has written a scholarly work that

is both entertaining and stimulating, but most of all

provocatively instructive. His view of behavior and
psychic reality as a resultant of the dynamic interac-

tion between impulse, defense and the environment
are in the tradition of the best and most current psy-

choanalytic thinking. His writing is deceptively sim-

ple without interfering jargon. I recommend it with-

out reservation.

Dr. Ilardi is a psychiatrist in private practice in Covington, LA.
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Crisis in black and white.
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Your personal crisis may be waiting in the

morning mail. If so, you’ll want the best

professional help. You’ll want a Medical

Protective General Agent.

Professional liability coverage is our only

business. And we’ve been providing it for

almost 100 years. Our agents live in the

territories they serve so they understand the

local legal climate. And with the extensive

resources of the home office Law Depart-

ment to draw from, they’re always ready to

answer your questions or give advice.

Someday it may be you against a negligence

charge. When that day comes and your

professional reputation is on the line, you’re

going to want all the help you can get. To

make sure you have it, contact your Medical

Protective General Agent today.

W ut/l umimzLi

Dale Weaver
2900 West Fork Drive, Suite 200, Baton Rouge, LA 70827, (504) 291-1807
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THE NONSPECIFIC SONOGRAPHIC
NATURE OF A CHRONIC

RENAL INFARCT

EDWARD I. BLUTH, MD; MARK T. STEPHAN, MD;

MORRIS A. FLAUM, MD
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Renal lesions can be classified as either cystic,

solid, or complex. While most echogenic lesions

suggest neoplasia, other rarer benign processes

must be considered. Among the differential

possibilities of a solid echogenic mass should be a

chronic renal infarct.

G ray scale ultrasound is useful in the evaluation

of renal masses. The primary use for ultrasound

in this setting has been the grouping of renal masses
into solid, cystic and complex lesions. Attempts have
been made to differentiate the echographic appear-

ance of various solid lesions. 1 Often other methods
are necessary in addition to ultrasound to obtain a

diagnosis. We describe a case of a renal infarction

presenting as a focal echogenic mass which has the

characteristics of a solid tumor.

CASE REPORT
A 50-year-old hypertensive white male was referred

for renal ultrasound following a renal 99mTc gluco-

heptonate study which had revealed a hypovascular

area in the right kidney (Fig 1). The renal echogram
performed two days later demonstrated a 3.5 cm focal

area of increased echogenicity (Fig 2). The mass was
classically solid. Differential diagnosis at that time in-

cluded hypernephroma. An excretory urogram was
then performed. This examination demonstrated a

wedge-shaped 4 cm hypovascular area in the right

renal lower pole with no underlying calyceal abnor-

mality. This appearance was considered pathogno-

monic for a renal infarction (Fig 3) and no further

evaluation was conducted.

DISCUSSION
The identification of a solid focal mass density on
ultrasound raises the spector of renal hyperne-
phroma. 2 Other causes have been described and in-

clude angiomyolipomata, cavernous renal heman-
giomas, angiosarcoma, undifferentiated sarcoma,

oncocytoma, metastatic neoplasms, and chronic

atropic pyelonephritis. 1 ' 3 7 Echo-producing tumor
masses may be either hyper- or hypovascular lesions.

In the case of chronic atrophic pyelonephritis, thin-

ning of the involved renal cortical parenchyma will

usually be a feature.

Erwin et al3 described two patients with renal

Fig 1. Static image from 99mTc camera study dem-
onstrates photon deficient area suggesting

a mass density (arrows).

Fig 2. Real-time ultrasound image demonstrates

focal echogenic mass (arrow). Note also pa-

renchymal thinning.
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Fig 3. Tomographic cut from excretory urogram
demonstrates typical triangular shaped renal

cortical defect consistent with renal infarct.

infarction that appeared as solid focal echogenic

masses. Both patients were evaluated with sonogra-

phy following a diagnostic arteriogram and demon-
strated that the renal infarction appeared as a focal

echogenic mass. Our case demonstrates the opposite

end of the spectrum; our patient had a diagnostic

ultrasound evaluation immediately following a radio-

nuclide study and prior to any other radiography

means of evaluation. The nonspecific nature of the

solid focal mass density identified became apparent

as the diagnostic evaluation progressed.

Spies et al7 described the sonographic findings of

renal artery occlusion in dogs. These include an early

hypoechoic mass at eight to 24 hours postocclusion.

After seven days, internal echoes appeared and by 17

days the mass was uniformly echogenic and well de-

fined. Gradual thinning of the overlying parenchyma
was also observed at that time. The pattern of seg-

mental renal infarction can therefore range between
a hypoechoic to an echogenic mass depending on its

age. Clinical history therefore becomes important. In

the early stages. Spies et al7 point out that the pattern

could be identical to acute focal bacterial nephritis,

abscess, or even tumor. However, identifying a

changing pattern of findings could help resolve this

problem and make the diagnosis of renal infarct ap-

parent.

This case stresses the nonspecific nature of ul-

trasound in characterizing focal echogenic lesions.

While we were able to identify the lesion itself and
exclude the possibility of benign cystic mass, we can-

not exclude other more ominous possibilities includ-

ing hypernephroma. This case emphasizes that the

pattern for chronic segmental renal infarction is a solid

focal echogenic mass. Without the benefit of an in-

travenous pyelogram (IVP), we could not differentiate

benign processes from malignant tumor.

In this era of diagnostic related groups (DRGs)
during which we must try to shorten diagnostic eval-

uations, the nonspecific nature of ultrasound must be

remembered. As seen in this case, ultrasound can be

used to characterize the cystic or solid nature of a

lesion, but for accurate diagnosis it must be used in

conjunction with a more traditional IVP.
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GASTROPLASTY FOR MORBID
OBESITY IN OLDER PATIENTS

JAMES R. SHAMBUN, MD, FACS; WILLIAM R. SHAMBLIN, MD, FACS

For many years, patients age 50 or older were
denied gastric restrictive operations for obesity

because of their age. This was on the

recommendation of Printen and Mason in their

series of gastric bypass patients. All large series

now contain some older patients.

Using a vertical staple gastroplasty with Silastic

ring reinforcement of the stoma, we have operated
on 500 patients for morbid obesity. Forty-nine of

the patients were between 50 and 62 years of age.

These older patients have had no hospital or late

mortality and no significant morbidity. Their
weight loss was similar to the younger age group.

Older age alone should not be an absolute

contraindiction to bariatric surgery.

Surgical treatment for morbid obesity is becom-
ing more frequently performed as a result of re-

finement in techniques and standardization in re-

porting results. The two most commonly performed
operations are gastroplasty and gastric bypass. Other
techniques such as gastric banding and biliopancreatic

bypass are favored by some surgeons.

Indications for operation are: obesity with a weight

at least 100 lb above ideal, medical complications of

obesity, failure of a medically supervised trial of weight

reduction, free from uncontrolled metabolic problems
and free from severe psychiatric disturbances. 1 A few
years ago, as a result of studies by Printen and Mason2

on 35 patients age 50 or older, most surgeons added
a requirement that the patients be less than 50 years

of age. Printen found a significantly higher mortality

and a lesser weight loss in these patients who under-

went gastric bypass.

Today, most large series contain some older pa-

tients. 3 ' 4 ' 5 Moen, 6 at a symposium on bariatric sur-

gery, recommended that age not be an absolute con-

traindiction to operation. We have been unable to find

a published series dealing solely with older patients

in the recent literature and therefore are reporting our

experience with 49 patients age 50 or older who have
undergone vertical staple gastroplasty for morbid
obesity in the past four years.
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MATERIALS AND METHODS
Five hundred patients have undergone vertical staple

gastroplasty in the past four and one half years using

the criteria cited above. Forty-nine of the patients were

age 50 or older. The average age was 54 years with a

range of 50 to 62 years. The distribution of the cases

is shown in Table 1.

Medical complications of the obesity were hy-

pertension (57%), arthritis (50%) and diabetes (23%).

A previous cholecystectomy had been performed in

26% and a hysterectomy in 20%. Preoperative eval-

uation revealed almost every patient to have abnor-

mal pulmonary function, usually a restrictive effect.

Cholesterol was elevated in two patients, triglycerides

were elevated in three patients, and HDL cholesterol

was decreased in 42 patients. Half of those previously

undiagnosed as diabetic had an elevated three hour

glucose tolerance test. Fifteen patients had gallstones

at the time of this procedure.

Intermittent positive pressure breathing (IPPB)

was started on admission. Pulsatile antiembolic stock-

ings (PAS) were applied the night prior to operation

and worn until the patients were up and about. One
dose of a prophylactic antibiotic was given one hour
prior to operation and heparin was not routinely used.

TECHNIQUE
Using a modification of the technique described by
Laws, 7 we performed a vertical staple gastroplasty

with Silastic ring reinforcement of the stoma. The
pouch of approximately 50 ml was formed using two
applications of the PI 90 stapler (V. Mueller Co., Nor-

walk, Conn.) with 4.8 mm staples. The procedure has

been described in detail in a previous publication. 8

Simultaneous cholecystectomy was performed in

20 patients for stones or cholesterolosis, hernias were
repaired in three patients, and abdominoplasty was
performed in two patients. No splenic injury oc-

curred. No blood transfusions were used. The pa-

tients were extubated in the operating room or re-

covery room. No patient required a respirator and no
one had to be put into ICU.

Intravenous fluids were given for the first three

or four days. Intravenous cimetidine (300 mg. every

six hours) was given for three days and the Levine

tube was removed after 24 hours. Clear liquids were
started and then pureed food was given as tolerated.

TABLE 1

DISTRIBUTION OF CASES

50+ Years <50 Years

Numbers of Cases 49 451

Females 40 415

Males 9 36

Average Age 54 yrs. (50-62) 34 (17-49)

Average Ht. 66" (60-76) 64" (59-74)

Average Wt. 257 lb. (199- 247 lb (192-285)

337)

Average Hospital Stay 6 days (6-9) 6 days (5-10)

All oral intake was limited to two ounces or less at a

time. Pureed food was eaten three times a day for the

first month. Liquids were noncaloric until desired

weight was lost. After the first month, solid food was
started with the patients instructed to chew each bite

20 times and to take 30 minutes or more to eat each

two ounce meal. A multiple vitamin was taken daily.

Normal physical activities were resumed as desired,

with the only restrictions not to do heavy lifting or

drive a car for 3 weeks.

The patients were seen weekly for the first month,

every two weeks the second month, and then monthly

until desired weight loss was obtained. They were

asked to return every three months indefinitely and

to encourage this, no fee was charged for routine

follow-up visits.

RESULTS

No serious hospital complications occurred (Table 2).

The transient fever was thought to be due to mild

atelectasis. No patient had to have the Levine tube

replaced for vomiting. Rehospitalization for vomiting

at some later time has been necessary in 10%. In all

cases this was due to dietary indiscretion. No stric-

tures or staple line disruptions have occurred. One
patient has developed an incisional hernia. No revi-

sions or reversals have been necessary.

Weight loss for the patients is given in Table 3 and

is comparable to the younger age group. Thirty-six of

the older patients have lost at least 60% of their excess

weight at the end of one year. Medical problems have

improved after weight loss. Only two patients require

medication for hypertension. Arthritis symptoms have
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TABLE 2

COMPLICATIONS OF GASTROPLASTY

50+ Years <50 Years

Early (30 days)

Transient fever 62% 58%
Significant vomiting 0% 0.5%
Pouch outlet obstruction 0% 0.1%

Splenectomy 0% 0.1%
Perforation of pouch 0% 0%
Leakage from pouch 0% 0%
Pneumonia 0% 0%
Pulmonary embolus 0% 0%
Wound infection or seroma 0% 0%
Mortality 0% 0%

Late

Pouch outlet obstruction 0% 0.5%
Stoma incompetency 0% 0.3%
Incisional hernia 2% 2.5%
Mortality 0% 0.06%

* One death at 21/2 mos. from acute M.l.
* One death at 6 mos. from perforated duo-denal ulcer

decreased with only two patients requiring daily med-
ication. All diabetics have reduced or discontinued

their hypoglycemic medication. There have been no
operative or late deaths.

DISCUSSION

Gastroplasty is an acceptable procedure for the treat-

ment of morbid obesity. It is safe, relatively easy to

perform and has predictable results. Forty-nine pa-

tients were accepted for operation based on strict cri-

teria. Arthritis and hypertension were the two main
medical complications of the obesity.

A vertical staple gastroplasty was performed with
reinforcement of the stoma with a Silastic ring with
operating time usually less than one hour. The post-

operative course was uneventful in all cases. The av-

erage hospital stay was six days and there was no
mortality. There was no significant difference in the

weight loss between the older patients and those that

averaged 20 years younger (Table 3).

We feel that older patients are suitable candidates
for gastroplasty if they are acceptable surgical risks

and have a reasonable life expectancy. Printen and
Mason2

felt that relative contraindications for opera-
tion were a documented myocardial infarction, epi-

TABLE 3

AVERAGE PERCENTAGE EXCESS WEIGHT LOST

50+ Years (N = 49) <50 Years (N = 451)

Time (Months)

1 1 9% (49) 20% (451)

3 37% (49) 38% (451)

6 54% (49) 54% (451)

12 68% (42) 71% (325)

24 74% (18) 73% (238)

36 75% (4) 76% (98)

48 83% (14)

sodes of angina, or a past history of treated carcinoma.

None of our patients had a previous M.l. or had been
treated for carcinoma, but two had been referred by
their internists because of uncontrolled hypertension
and angina which they felt were aggravated by the

obesity. Both underwent coronary angiography as a

part of their preoperative workup. No severe disease

was found and they had a normal postoperative

course. All of our patients were able to reduce their

medications for arthritis, hypertension and diabetes

after they had lost only a modest amount of weight.

Most of the patients are leading much more active

and useful lives than they were prior to the operation.

The older patients seem to adjust better to the dietary

restrictions than do the younger patients. This is es-

pecially true when compared to the few teenage pa-

tients we have done who are under peer pressure and
environmental temptation.

CONCLUSION
Gastroplasty produces predictable weight loss in the

treatment of morbid obesity. Forty-nine patients age

50 or older underwent this procedure. The average

age was 54 years with a range of 50 to 62 years: Their

course was compared to a larger group of 451 patients

ranging in age from 17 to 49 years undergoing the

same procedure. There was no operative mortality or

significant morbidity in either group. There was no

significant difference in the weight loss in the two

groups.

Gastroplasty is a useful Tool in the treatment of

the morbidly obese, even those in the older age group.

H
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A GUIDELINE FOR PREOPERATIVE
BLOOD ORDERING FOR
ORTHOPEDIC SURGERY

DEBA P. SARMA, MD

Intraoperative transfusion is common only in a few
orthopedic procedures, such as, open reduction,

spinal fusion, and hip replacement. Transfusion of

blood is rare among the vast majority of the other

surgical procedures. In the cases where blood is

seldom used, routine crossmatching can be
substituted by “type and screen." A guideline for

preoperative blood ordering based on the

experience of a large number of authors is

proposed. If properly implemented it may lead to

better utilization of blood without jeopardizing

patient safety.

I

n several previous articles, I have suggested guide-

lines for blood ordering for different surgical spe-

cialities, such as urology 1 and vascular surgery. 2 In

the present communication I am proposing a guide-

line for orthopedic surgery.

The guideline (Table 1) is based on the recom-

mendations of various authors. 3'10 The last column
shows the summary of all the recommendations.

COMMENT
It is a standard practice in orthopedic surgery, as in

other surgical specialities, to order typing and cross-

matching of blood for elective surgical procedures.

The purpose of crossmatch is to have the blood readily

available for any remote possibility of serious intra-

operative bleeding.

On receiving a request for crossmatch of blood

for certain number of units, the technologist in the

blood bank first determines the patient's blood type

(ABO and Rh). Next, the patient's serum is incubated

with a panel of red cells containing most of the com-

mon red cell antigens thereby screening the patient's

serum for the presence of any irregular antibodies.

The last step is the actual crossmatch procedure where

the patient's serum is incubated with the donor red
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TABLE 1

GUIDELINE FOR PREOPERATIVE BLOOD ORDER FOR ORTHOPEDIC SURGERY

Procedures

Number of Units to be Crossmatched or “Type and Screen’’ (T & S)

Borah Boyd4 Friedman 5 Lockwood6 Mead7 Mintz8 Rouault9 Stehling 10

Summary
Recommendation

Amputation — arm T&S T&S
— leg T&S T&S T&S T&S T&S

Arthroplasty T&S T&S T&S T&S
Arthroscopy T&S T&S T&S T&S T&S
Arthrotomy T&S 0 T&S T&S T&S T&S
Bone Lesion, excisional biopsy

Closed reduction of fracture

T&S 0-1 T&S

without internal fixation T&S 0 T&S
Dupuytren’s contracture release T&S T&S T&S
Hip nailing 2 4 2 2

Hip pin removal T&S T&S T&S T&S T&S
Laminectomy T&S T&S 2 T&S T&S T&S T&S T&S
Medial menisectomy T&S T&S T&S T&S
Open reduction 2 3-4 2-4 4(hip-

femur)

T&S
(others)

1 2-4

Osteotomy, biopsy T&S T&S T&S
Shoulder reconstruction T&S T&S
Spinal fusion 3-4 4-5 4 4

Tendon and ligament transfers T&S T&S T&S
Total hip replacement 2-3 5-6 4 3 4 4

Total knee replacement T&S T&S 2 T&S T&S T&S

cells to test their compatibility by the absence of red

cell agglutination or hemolysis. Once the specific units

are crossmatched for a specific patient, those units

are set in a reserved status and are not available for

any other patient until the requesting physician re-

leases the blood or the period for reserved status ex-

ceeds the maximum allowable time established by the

blood bank (usually 24 to 48 hours). If blood is not

used, it may become outdated during this holding

period.

In "type and screen" (T&S) procedure, the patient's

blood is typed (ABO and Rh), the serum is screened

for antibodies but the last step of crossmatch (incu-

bating patient's serum with donor's red cells) is not

done. The blood bank keeps an inventory of type-

specific units (also screened for antibodies) to cover

any anticipated needs. If blood is required, a type-

specific unit is immediately available from the blood
bank. In T&S procedure no specific unit is held in

reserved status for any specific patient thus making
the units of blood available to any patient who needs

it. The T&S procedure can be substituted for routine

crossmatching for a large number of elective surgical

procedures where blood is seldom used.

In several studies of blood use in elective surgical

procedures in our hospital, I have shown that for a

large number of surgical procedures we have been

doing excessive crossmatches. 11 '13 Other authors also

have similar experience. 3 - 8 - 9 After analyzing the pat-

tern of blood use in our hospital, I, in close consul-

tation with the various subspecialty chiefs, have for-

mulated a "guideline for blood ordering for elective

surgery" that has been in effect in our hospital since

1979. The guideline is based on the data showing how
much blood had been used in the past for a specific

procedure to suggest how much blood should be

crossmatched preoperatively for the same procedure.

The procedures for which blood is seldom used, only

a "type and screen" is done. The type-compatible and
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screened blood is 99.99% safe in regard to avoiding

incompatible transfusion. 4 ' 14 - 15

A close examination of the Table shows that most
of the authors recommend “type and screen" for the

vast majority of the orthopedic procedures. Only in

open reduction of fractures, spinal fusions, and total

hip replacements a crossmatch may be routinely or-

dered.

Implementation of a preoperative blood order

guideline may reduce too much crossmatching and
outdating of blood. This approach may provide a more
cost-effective patient care as well as better use of the

frequently limited supply of blood.

15. Boral LI, Hill SS, Apollon CJ, et al: The type and screen, re-

visited. Am J Clin Pathol 1979;71:578-581.

Dr. Sarma is from the Department of Pathology at the Veterans

Administration Medical Center and Louisiana State University Medical

School in New Orleans, LA.

Requests for reprints should be sent to Deba P. Sarma, MD, 1601

Perdido Street, New Orleans, LA 70146.
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NEW MEMBERS

Applications for membership have been received from the follow-

ing physicians by the respective parish medical societies as of Feb-

ruary 23, 1987. The Louisiana State Medical Society is pleased to

welcome:

Calcasieu

Warren L. Bruner, III, MD, 113 South Ryan, Suite B, Lake Charles

70601. Dr. Bruner received his medical degree from Louisiana State

University School of Medicine in New Orleans in 1977. He spe-

cializes in otolaryngology.

Scott D. DeWitz, MD, 124 West 4th Street, DeQuincy 70633. Dr.

DeWitz received his medical degree from Texas Tech University in

1983. He specializes in family practice.

Steven Hedlesky, MD, 1701 Oak Park, Lake Charles 70601. Dr.

Hedlesky received his medical degree from the Medical College of

Virginia in 1982. He specializes in emergency medicine.

Franklin

Lundy E. Cavender, Jr., MD, 1610 Loop Road, Winnsboro 71295.

Dr. Cavender received his medical degree from Louisiana State

University School of Medicine in New Orleans in 1981. He spe-

cializes in pediatrics.

Lafayette

Marvin M. Ettinger, MD, 108 Irish Bend, Youngsville 70592. Dr.

Ettinger received his medical degree from Louisiana State Univer-

sity School of Medicine in New Orleans in 1951. He specializes in

general surgery.

Ernest I. Milner, MD, 113 Clipper Cove, Lafayette 70508. Dr. Mil-

ner received his medical degree from the State University of New
York Downstate College of Medicine in Brooklyn in 1968. He spe-

cializes in diagnostic radiology.

Cong T. Vo, MD, 208 Old Settlement, Lafayette 70508. Dr. Vo
received his medical degree from University of Saigon in Vietnam

in 1973. He specialized in pediatrics.

Orleans

Robert A. Bloom, MD, 5640 Read Blvd., Suite 740, New Orleans

70127. Dr. Bloom received his medical degree from the University

of Guadalajara in Mexico in 1976. He specializes in urology.

Haywood L. Brown, MD, 1542 Tulane Ave., New Orleans 70112.

Dr. Brown received his medical degree from the Bowman Gray

School of Medicine of Wake Forest College in North Carolina in

1978. He specializes in obstetrics and gynecology.

Stephen R. Cochran, MD, 1426 Amelia, New Orleans 70115. Dr.

Cochran received his medical degree from Tulane University School

of Medicine in 1971. He specializes in child psychiatry.

Barbara G. Cook, MD, 3909 Lapalco Blvd., Harvey 70058. Dr. Cook
received her medical degree from St. Louis University in 1981. She

specializes in family practice.

Susan E. Dale, MD, 1430 Tulane Ave., New Orleans 70112. Dr.

Dale received her medical degree from the University of Missouri

in 1981. She specializes in dermatology.

Robert S. Daniels, MD, 1542 Tulane Ave., New Orleans 70112.

Dr. Daniels received his medical degree from the University of

Cincinnati in 1951. He specializes in psychiatry.

Alvin Darby, MD, One Sanctuary Drive, New Orleans 70114. Dr.

Darby received his medical degree from the University of Missis-

sippi in 1981. He specializes in physical medicine and rehabilitation.

Robert G. Ellis, MD, 4770 S. 1-10 Service Road, Suite 104, Metairie

70005. Dr. Ellis received his medical degree from George Wash-

ington University in 1981. He specializes in general practice.

James B. Elston, MD, 180 West Esplanade Drive, Kenner 70005.

Dr. Elston received his medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1980. He specializes

in pathology.

Terry P. Ginthner, MD, PO Box 19007, New Orleans 70179. Dr.

Ginthner received his medical degree from Indiana University in

1978. He specializes in diagnostic radiology.

Susan R. Hemelt, MD, 3439 Kabel Drive, New Orleans 70114. Dr.

Hemelt received her medical degree from Louisiana State Univer-

sity School of Medicine in New Orleans in 1982. She specializes in

obstetrics and gynecology.

Douglas M. Koltun, MD, One Sanctuary Drive, New Orleans 70114.

Dr. Koltun received his medical degree from Tulane University

School of Medicine in 1983. He specializes in physical medicine

and rehabilitation.

Bryce J. LeBlanc, Jr., MD, 3313 Bienville, New Orleans 70119. Dr.

LeBlanc received his medical degree from Louisiana State Univer-

sity School of Medicine in New Orleans in 1981. He specializes in

otolaryngology.

Chavaramplakil P. Mathew, MD, 3400 St. Claude, New Orleans

70117. Dr. Mathew received his medical degree from the Medical

College of Kottayam in South India in 1980. He specializes in in-

ternal medicine.

Andrew H. Mebane, MD, 1514 Jefferson Hwy., New Orleans 70121.

Dr. Mebane received his medical degree from the University of

South Alabama in 1977. He specializes in psychiatry.

Rebekah J. Moss-Fletcher, MD, 1516 Jefferson Hwy., New Orleans

70121. Dr. Moss-Fletcher received her medical degree from the

University of South Alabama in 1982. She specializes in ophthal-

mology.
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Nick M. Moustoukas, MD, 2633 Napoleon Ave., New Orleans

70115. Dr. Moustoukas received his medical degree from Tulane

University School of Medicine in 1979. He specializes in thoracic

surgery.

Richard W. Richoux, MD, 1421 Napoleon Ave., New Orleans 70115.

Dr. Richoux received his medical degree from Tulane University

School of Medicine in 1977. He specializes in psychiatry.

James W. Smith, MD, 1514 Jefferson Hwy., New Orleans 70121.

Dr. Smith received his medical degree from the University of Texas

in Dallas in 1981. He specializes in internal medicine.

Richard B. Stuart, MD, 5701 Deer Park Blvd., New Orleans 70127.

Dr. Stuart received his medical degree from the Medical College

of Ohio in 1958. He specializes in family practice.

Kathleen E. Walsh, MD, 5640 Read Blvd., Suite 720, New Orleans

70127. Dr. Walsh received her medical degree from Tulane Uni-

versity School of Medicine in 1980. She specializes in urology.

Ouachita

Robert R. Anthony, MD, 517 Catalpa Street, Monroe 71201. Dr.

Anthony received his medical degree from the University of Texas

in Dallas in 1978. He specializes in obstetrics and gynecology.

William D. Crump, MD, 500 Hall Street, Monroe 71201. Dr. Crump
received his medical degree from the University of Tennessee in

1974. He specializes in pathology.

Mark L. Harrison, MD, PO Box 1231, Monroe 71210. Dr. Harrison

received his medical degree from the University of Cincinnati in

1982. He specializes in radiation oncology.

James E. Reeves, MD, 109 Regency Place, West Monroe 71291. Dr.

Reeves received his medical degree from the Medical College of

Georgia in 1981. He specializes in internal medicine.

James D. Stockstill, MD, 714 St. John, Monroe 71201. Dr. Stockstill

received his medical degree from the University of Mississippi in

1983. He specializes in family practice.

Elvin G. Tubre, MD, 2104 Loop Road, Suite H, Monroe 71201. Dr.

Tubre received his medical degree from Louisiana State University

School of Medicine in New Orleans in 1982. He specializes in in-

ternal medicine.

Calvin C. Walker, MD, 312 Grammont Street, Suite 401, Monroe
71201. Dr. Walker received his medical degree from the University

of Texas Health Science Center in Dallas in 1979. He specializes in

psychiatry.

Rapides

Kenneth T. Johnson, Jr., MD, 101 Medical Park Blvd., Suite C,

Pineville 71360. Dr. Johnson received his medical degree from Lou-

isiana State University School of Medicine in Shreveport in 1983.

He specializes in family practice.

Volney E. Pierce, Jr., MD, 211 4th Street, Alexandria 71301. Dr.

Pierce received his medical degree from Louisiana State University

School of Medicine in Shreveport in 1981. He specializes in pa-

thology.

Alan D. Smith, MD, 3311 Prescott Road, Suite 200, Alexandria

71301. Dr. Smith received his medical degree from Louisiana State

University School of Medicine in New Orleans in 1982. He spe-

cializes in ophthalmology.

Sabine

Leelamma C. Luke, MD 220 Highland Drive, Many 71449. Dr.

Luke received her medical degree from the Government Medical

College at Nagpur University in India in 1973. She specializes in

pediatrics.

St. Bernard

John S. Barbara, III, MD, 1203 W. St. Bernard, Chalmette 70043.

Dr. Barbara received his medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1983. He specializes

in pediatrics.

Jeronimo S. Valazquez, MD, 800 Virtue, Suite 206, Chalmette 70043.

Dr. Valazquez received his medical degree from the Federal Uni-

versity of Parana in Brazil in 1970. He specializes in internal med-

icine.

Shreveport

John D. Gladney, MD, 1513 Line Ave., Suite 319, Shreveport 71101.

Dr. Gladney received his medical degree from Louisiana State Uni-

versity School of Medicine in Shreveport in 1979. He specializes in

thoracic surgery.

Terrebonne

Rosaire Belizaire, MD, 1702 Rio Vista Ave., Houma 70363. Dr.

Belizaire received her medical degree from l'University d'Haiti in

Haiti in 1977. She specializes in pediatrics.

Richard Brooke, MD, 1400 Levee Drive, Houma 70360. Dr. Brooke

received his medical degree from the University of Monterrey in

Mexico in 1982. He specializes in pediatrics.

Michael Butler, MD, 214 South French Quarter Drive, Houma
70364. Dr. Butler received his medical degree from Tulane Uni-

versity School of Medicine in 1980. He specializes in general sur-

gery.

Robert Link, MD, 2706 Constance Street, New Orleans 70130. Dr.

Link received his medical degree from Tulane University School of

Medicine in 1983. He specializes in emergency medicine.

Arthur Ostheimer, MD, 415 Ann Carol Street, Houma 70360. Dr.

Ostheimer received his medical degree from Louisiana State Uni-

versity School of Medicine in Shreveport in 1985. He specializes in

emergency medicine.

Samuel J. Stagg, III, MD, 300 Liberty Street, Houma 70360. Dr.

Stagg received his medical degree from Louisiana State University

School of Medicine in New Orleans in 1981. He specializes in car-

diology.

Vernon
Walter E. Norton, MD, 1022 West Port Arthur Blvd., Leesville

71446. Dr. Norton received his medical degree from Universidad

del Noreste in Mexico in 1980. He specializes in pediatrics.
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Intern/Resident Members
ORLEANS
Stan B. Bravy, MD, 2204 Manson, Apt. 3, Metairie 70001. Dr. Bravy

received his medical degree from the Institute of Sanitation and

Hygiene in Leningrad, U.S.S.R. in 1972. He is specializing in psy-

chiatry.

Mark J. Doherty, MD, 1024V£ Jefferson Ave., New Orleans 70115.

Dr. Doherty received his medical degree from Creighton University

in Nebraska in 1982. He is specializing in dermatology.

Kwebena A. Donkor, MD, 5640 Read Blvd., New Orleans 70127.

Dr. Donkor received his medical degree from Medical School Uni-

versity of Ghana in Africa in 1976. He is specializing in clinical

pathology.

Joseph A. Shirer, Jr., MD, 1542 Tulane Ave., New Orleans 70112.

Dr. Shirer received his medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1983. He is special-

izing in dermatology.

OUACHITA
David M. Rico, DO, 12 Briarwood Circle, Monroe 73201. Dr. Rico

received his degree from the Oklahoma College of Osteopathy in

1986. He is specializing in family practice.

Associate Members
John J. McGraw, MD, 3509 Glasscock Ave., Bossier City 71112.

Dr. McGraw received his medical degree from the University of

Mississippi in 1978. He specializes in orthopedic surgery.
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Norton W. Voorhies, MD, Editor

ECG OF THE DNTH

FLURRY OF ACTIVITY

JORGE I. MARTINEZ-LOPEZ, MD

The rhythm strip shown below, limb lead 2, belongs to a 51-year-old white woman hospitalized for

treatment of endometrial carcinoma. It was recorded the day after she was admitted to the hospital. She

was not taking any medications.

What is your diagnosis? Elucidation is on page 13.
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ECG of the Month
Case presentation is on page 11.

DIAGNOSIS — Atrial premature impulses and non-sus-

tained atrial tachycardia

The basic cardiac rhythm is sinus arrhythmia, with

P-P intervals ranging from a low of 0.88 sec (heart

rate, 68) to a high of 1.2 sec (heart rate, 50). The last

two P-QRS cycles in the top panel, the first two, the

fourth and fifth, and the twelfth and thirteenth

P-QRS cycles in the lower panel are representative of

sinus rhythm; normal PR, QRS, and QT intervals are

associated with it.

Atrial premature impulses are noted elsewhere

throughout the tracing in both panels, whereas a short

burst of atrial tachycardia is recorded in the lower

panel, beginning after the fifth QRS complex.

The tracing is interesting because it is a panoply

of the potential fates awaiting atrial premature im-

pulses, the subject of the discussion to follow.

DISCUSSION

Atrial premature impulses (APIs) may be defined as

atrial depolarizations that occur earlier than the ex-

pected discharge of the SA node. APIs are usually

ectopic, ie, they originate outside the SA node. Most
frequently, APIs are due to reentry mechanisms; less

often, to abnormal automaticity. Because APIs de-

polarize both atria, P waves are produced, the shape

of which is different from that of sinus P waves. In

addition, the location of the atrial ectopic site can

influence the polarity of the resultant P wave. APIs

that have P waves of similar configurations and po-

larities and fixed coupling intervals are designated as

uniform or unifocal APIs. In contrast, multiform or mul-

tifocal APIs have P waves of differing shapes and
polarities and variable coupling intervals.

The ultimate fate of APIs is varied. Their fate is

primarily determined by two major factors: the degree

of prematurity of the atrial impulse and the location

and amount of refractoriness encountered down-
grade. In general, the more premature an atrial im-

pulse is, the more refractoriness it will encounter as

it travels towards the ventricles. Important sites where
either relative or absolute refractoriness may be met
by the advancing premature activation front include

the AV junctional tissues and the bundle branches.

APIs which encounter no anterograde refractoriness

display normal PR intervals and QRS complexes of

normal duration. On the other hand, presence of rel-

ative refractoriness in the AV junctional tissues dur-

ing the descent of APIs results in a long PR interval.

In the presence of totally recovered AV junctional

tissues and refractoriness in the distal intraventricular

conducting system, PR intervals are either short or of

normal length, but QRS complexes are widened and

display variable degrees of aberrant ventricular con-

duction. A right bundle branch block pattern is most

frequently recorded with aberrant ventricular con-

duction because the right bundle branch has the long-

est refactory period in the trifascicular conducting sys-

tem.

APIs that encounter absolute refractoriness in the

AV junctional tissues cannot progress beyond that

level and are not conducted into the ventricles. Al-

though these APIs are often termed “blocked," it is

more desirable to refer to them as non-conducted APIs

because the so-called “block" is a normal electro-

physiological phenomenon and not the result of path-

ological involvement of the AV junctional tissues.

Finally, given the proper set of circumstances,

APIs can provoke a “flurry of activity" in the heart.

When strategically situated in the cardiac cycle, APIs

can and do initiate rapid reentrant-type of supra-

ventricular rhythms. These include atrial tachycardia,

atrial flutter, and atrial fibrillation. Analyses of long

rhythm strips and ambulatory electrocardiographic

recordings have shown that early APIs, with respect

to the length of the basic P-P cycle, are more likely to

provoke rapid atrial rhythms than those which occur

later in the cycle.

At this time, let us return to the tracing and ex-

amine further the top panel. Following the first

P-QRS cycle, which is sinus in origin, the second P

wave is inverted and occurs early, while the third P

wave is upright, but different from the sinus P wave.

These last two cycles are APIs conducted with normal

PR and QRS intervals. A sinus impulse with a normal

QRS signals the end of the pause occasioned by the

second API, and is followed by a wide QRS. While

one may want to attribute the wide QRS to ventricular

ectopy, closer inspection of the T wave that precedes

the wide QRS shows it to be notched. The notch in
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the T wave is produced by an API and the wide QRS
by aberrant ventricular conduction. Note, also, that

the downstroke of the T wave that follows the aber-

rant QRS is deformed by the terminal portion of an-

other QRS complex, and this complex is followed by

an inverted T wave. The mechanism responsible for

this phenomenon is not clear. However, it may be

conjectured that the sequence may be related to a

sinus P wave superimposed on the T wave of the

aberrant QRS complex or to reentry. The seventh

P-QRS cycle is sinus and is followed by art API with

normal PR and QRS. This premature cycle is followed

by a non-conducted, ectopic P wave superimposed

on an otherwise flat T wave. Non-conduction of the

ectopic P leads to a pause that is terminated by a sinus

cycle, following which there is another API and two

more sinus cycles. The coupling intervals of the APIs

are not fixed and the shapes and polarities of the

ectopic Ps differ. The first two cycles and the fourth

JOURNAL
Events of the

107th Annual Meeting

and
Fatal perinatal hepatitis

and fifth cycles in the lower panel are of sinus origin.

The third P is due to an API. After the fifth P wave,

an API— with inverted P and narrow QRS— triggers

a short burst of non-sustained atrial tachycardia as-

sociated with upright P waves and narrow QRS com-

plexes and a “warming-up" trend. This "flurry of

activity" ceases spontaneously when the fifth atrial

ectopic impulse is not conducted. Cessation of the

non-sustained atrial tachycardia is followed by rapid

deceleration and resumption of sinus rhythm.

As should be obvious, the most serious potential

consequence of APIs is the initiation of rapid atrial

rhythms, which may produce adverse hemodynamic
alterations. Pharmacologic therapy aimed at abolish-

ing APIs can prevent a "flurry of activity" in the atria.

Rapid atrial rhythms associated with aberrant ven-

tricular conduction are often mistaken for ectopic ven-

tricular tachyarrhythmias and the result in improper

management.
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OTOLARYNGOLOGY/
HEAD & NECK SURGERY REPORT

MYOCARDIAL ISCHEMIA
WITH EPINEPHRINE AND COCAINE

DURING SEPTOPLASTY

STEVEN C. LITTLEWOOD, MD; HAROLD G. TABB, MD

Epinephrine is valued in otolaryngologic surgery

for its vasoconstrictive effects either topically or as

local infiltration. Cocaine, with its unique
combination of vasoconstriction and anesthesia, is

widely used topically. We report a case of

myocardial ischemia with the use of these agents

during nasal septoplasty which revealed

unsuspected coronary artery disease. The effects

and potential complications associated with the use

of these agents are discussed.

JOURNAL VOL 139 NO 5 MAY

The rich vascularity of the head and neck, com-
bined with the necessity of working in restricted

surgical fields, makes the use of vasoconstrictors a

practical necessity. In otologic surgery, where he-

mostasis is of primary importance for clear visualiz-

ation of minute structures in the middle ear, l-2cc of

1:10,000 or 1:100,000 epinephrine is injected into the

external auditory canal and topical 1:1,000 dilution

used on cotton balls or pledgets. In nasal surgery, a

proprietary 1% to 2% lidocaine solution with epi-

nephrine is valued by many for local infiltration, even

with general anesthesia, to avoid the hazards of on-

the-spot dilution of epinephrine to the usual 1:100,000

or 1:200,000. In addition, cocaine applied to the nasal

mucosa as a 1% to 10% solution, or as a “slush" of

higher concentration, is commonly used for de-

congestion and anesthesia prior to injection. Epi-

nephrine, however, is known to increase the work-

load and oxygen consumption of the heart. Cocaine

potentiates the effects of catecholamines, primarily by
blocking the reuptake of norepinephrine from sym-

pathetic nerve terminals. We here report a case of

myocardial ischemia occuring immediately following

the application of these agents to the nose for sep-

toplasty.
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CASE REPORT

A 44-year-old black male was admitted to the hospital

for nasal septoplasty. Other than longstanding nasal

obstruction, his medical history included a 25-pack/

year smoking history, and 2-3 whiskey drinks daily

with infrequent intoxication. On preoperative eval-

uation, he denied chest pain or heart disease, dia-

betes, or hypertension. His work involved moderate

to heavy physical labor on a daily basis. Physical ex-

amination showed the patient to be overweight (112kg)

and the nasal septum to be severely deviated; aus-

cultation revealed regular cardiac rhythm with 2/6 sys-

tolic ejection murmur at the left sternal border. The
family history included death due to myocardial in-

farction (MI) of the father (in his 60s) and diabetes in

the mother and one sister. Preoperative blood chem-

istries revealed non-fasting blood glucose of 192; the

urinalysis showed 2 + glucosuria. The chest x-ray

showed a normal heart size, the EKG was within nor-

mal limits, and the hematologic profile was normal

except for mild elevation of the MCV at 102.

The operation was performed under general

anesthesia. Prior to induction the patient received

Demerol, Fentanyl and Robinal IV. After induction

and intubation, the nose was prepared using cocaine

on cotton pledgets (5cc of 1% solution), and 1% li-

docaine with epinephrine 1:100,000 (8.5cc) was in-

jected into the area of the septum and nasal floor. For

further decongestion, following removal of the co-

caine pledgets, 1:1,000 epinephrine on cotton appli-

cators was used to swab the inferior turbinates. Less

than 2cc of this solution was used (exact amount un-

known). During this application ST segment depres-

sion was noted on the cardiac monitor, and the prep

was stopped. Nitroglycerin paste was applied to the

patient's chest, the anesthetic agent was changed from

Forane to Ethrane with 100% oxygen, and nitrous

dioxide was stopped. Within approximately 10 min-

utes the ST depression diminished, and the operation

was completed without further incident. The anes-

thesiologist stated the maximum depression to be 2

to 3 mm, however, the first hard-copy generated from

the monitor was obtained after partial resolution had
occured (Fig 1).

In the recovery room the patient denied chest

pain; the EKG was within normal limits. Cardiology

consult was obtained, and directed questioning re-

Fig 1. Onset of myocardial ischemia (not shown)

at approximately 8:35AM.

Top: Pre-induction, showing ST segment is-

oelectric

Middle: (8:50AM) After partial resolution, ST
depression .5-.75 mm
Bottom: (9:26AM) At the close of the oper-

ation, showing return to baseline

vealed infrequent episodes of chest “tightness" or

“heaviness" with exertion (rarely) or with excessive

smoking or emotional stress. Serial cardiac enzyme

profiles with isoenzymes showed no evidence of in-

farction. On the second post-operative day, the pa-

tient experienced chest tightness while in the Cardiac
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Care Unit, and an EKG during the episode showed
diffuse T-wave flattening over the precordial leads.

Repeat EKG the following day showed return to the

pre-op configuration. Cardiac catheterization per-

formed on the fourth post-operative day demon-
strated 50% and 80% narrowing of the mid- and distal

right and left coronary arteries (respectively) and 50%
stenosis of the left circumflex with normal proximal

vessels and left ventricular motion. M-mode and 2D
echocardiograms were unremarkable. The patient was
discharged on the fifth post-op day on oral nifedipine

and amoxicillin.

DISCUSSION

Catecholamines exert profound effects on the cardi-

ovascular system and are known to provoke arrhyth-

mias, hypertension, prolongation of the Q-T interval

and coronary spasm resulting in episodes of Prinz-

metals angina. 1 Platelet aggregation is enhanced by
adrenalin, which may play a significant role in cor-

onary thrombotic events particularly in the setting of

arterial spasm.

The predominant clinical effect of subcutaneous

injection or mucosal application of epinephrine is

tachycardia and moderately increased blood pressure,

in contrast to the marked blood-pressure elevation

seen with rapid intravenous injection. Research has

shown that in general coronary blood flow is in-

creased due primarily to locally produced metabolites

resulting from the increased rate and force of con-

traction and relative hypoxia, which in turn results

from an overall increase in cardiac work. On electro-

cardiogram, T-wave and ST-segment changes indi-

cating ischemia may be induced even in individuals

with normal coronary vessels. 1

These effects have prompted study of the use of

epinephrine infusion as a stress test for patients un-

able to perform treadmill tests. 2 ' 3 Using infusion rates

of .03-. 30 mcg/kg/min, the test was judged positive

on observation of at least 1mm ST-segment depres-

sion. For reference, the authors quote normal secre-

tion rates of .009 mcg/kg/min (resting), .032 mcg/kg/

min (mild stress-venography), and the highest level

measured (during pain) was 0.22 mcg/kg/min. Com-
paring test results with angiography and echocar-

diography, epinephrine infusion was found to be a

highly sensitive and specific means of diagnosing cor-

onary artery disease. Together these studies reported

18 patients with normal angiograms, all of whom had
negative infusion tests and no other apparent adverse

effects at these doses.

An interesting recent report describes the first

documented case of myocardial infarction due to ep-

inephrine. The patient received a total of .6mg of sus-

tained-release epinephrine and angiography showed
no fixed stenoses, thus implicating spasm or throm-

bus formation.

Cocaine causes increased sensitivity to catechol-

amines by blocking reuptake at adrenergic nerve ter-

minals. Despite alternative agents, the unique com-

bination of anesthetic and decongestant properties is

apparently highly valued; a recent survey5 of 4,000

otolaryngologists showed 94% routinely used cocaine

in nasal surgery. As the authors point out, although

it is widely held that 200mg is the upper limit of safe

topical application, this is probably based on early

experience with cocaine injected for tonsillectomy. In

this survey, 78% of the respondees indicated never

having experienced any untoward reaction with co-

caine; of this group, 48% routinely used greater than

200mg, and 15% routinely used greater than 400mg.

Cocaine toxicity is manifested primarily by cen-

tral nervous system effects, initially excitatory but

progressing to central depression and coma. Tachy-

cardia and arrhythmias are also noted, and a recent

review6 discovered 12 reported cases of myocardial

infarction temporally related to cocaine use. All in-

volved recreational use, mostly nasal, and doses were

not available. Adulterants present in street drugs are

also an important factor in this context. In two pa-

tients angiography showed no evidence of coronary

stenosis; in one, ergonovine challenge elicited no sig-

nificant coronary spasm. A contemporaneous report

of MI with cocaine use in nasal surgery is the first

documented. 7 The patient received both a spray of

2% solution and application of 25% cocaine paste to

the nasal mucosa. She later recalled closely similar

symptoms of chest tightness and shortness of breath

with recreational cocaine use.

The stress of adrenergic stimulation in our patient

resulted in ischemia but no significant myocardial ne-

crosis as evidenced by serum CPK and LDH levels.

Certainly more serious complications could have oc-

cured in this setting. We emphasize, therefore, the

familiar cautions regarding use of cocaine and epi-
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nephrine in patients with known coronary artery dis-

ease. In addition, a growing body of evidence indi-

cates that even in the absence of such disease

significant cardiac complications can occur with the

use of either agent. Separately or in combination their

administration requires careful attention to dosage,

concurrent medication, and the availability of possible

alternatives. Situations requiring their use together

are limited; patients undergoing nasal surgery, where
such use is widespread, should receive particular pre-

and intra-operative attention to their cardiac status.
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MEDICAL STUDENT SECTION

MSS EXPANDS
SPHERE OF INFLUENCE

JOHN KELLEY; JONATHAN LESSER; BRIAN KAVANAGH

During the past year, the LSMS Medical Student

Section has continued to emulate its parent or-

ganization in terms of how it can best serve its mem-
bers. This year's Executive Board has modeled the

MSS as the bifunctional entity that it should be. In

this manner, it has become not only a structure which
provides services and educational opportunities for

its members, but also a legitimate venue for students

to voice political opinion and to become involved in

the political decision-making process.

The activities of the past year are characterized

by expanded involvement in the workings of the na-

tional AMA-MSS and direct service to the members
within our state. In fact, at both the Annual Meeting
in Chicago and the Interim Meeting in Las Vegas last

year, Louisiana was represented by more students

than any other state. Serving as delegates and alter-

nate delegates from Louisiana were the following: An-
thony McBride, Susan Bankston, and Bryan Sibley

from LSU-Shreveport; Kat Toups, Tina Tan, and
Joanne Maffei of LSU-New Orleans; and Jazz Ahlu-

wahlia and John Kelley of Tulane. Each of the three

medical schools in the state received awards for out-

standing recruiting efforts during the year. Also, our

delegation was successful in having all of our pro-

posed resolutions pass through the MSS Assembly

and forwarded into the AMA House of Delegates.

Notably, at the Las Vegas meeting, a resolution con-

cerning public education about contraception was au-

thored by Mr. Ahluwahlia of Tulane; the proposal

became one of only eight to be accepted by the MSS
for recommendation to the AMA.

Other Louisiana students who figured promi-

nently in the national organization include Craig Kli-

ger, who served as editor-in-chief of Pulse, the MSS
newsletter. Under Craig's leadership. Pulse will be

enlarged from a four-page insert in JAMA into its own
independent magazine-style publication. Debbie

Simkin served on the AMA Liaison Committee on

Medical Education and the MSS Task Force on Pro-

graming and Special Projects; and in Las Vegas, Ms.

Simkin led an instructional seminar on how to initiate,

design, and operate a medical school committee for

impaired students. Jazz Ahluwahlia and Brian Ka-

vanagh served on reference and credentials commit-

tees at national meetings. Also, both Gordon Cohen
and Jim Goff were selected to serve on the specially

formed Committee on Hunger in America, a new MSS
task force set up to investigate the health profession-

al's role in managing problems of inadequate food
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supply and poor nutrition

within our own country.

Here at home, the MSS
has coordinated projects of

potential benefit to all stu-

dents. The two New Or-

leans medical schools

shared a one-day resi-

dency workshop in which

students used materials

such as the Meyers-Brigg

personality analysis ques-

tionnaire to identify traits

which might match them
more to one medical specialty than another. The MSS
has also organized a somewhat similar communica-

tion skills seminar; Mr. Joe Paul of the University of

Southern Mississippi was contracted to direct an in-

teractive workshop in which students from all three

medical schools were able to study their own styles

of personal communication in an effort to determine

how they might improve their personal and profes-

sional interactions with friends and colleagues. In ad-

dition to these special presentations, the MSS has also

provided a number of routine services to students,

including distributing ofAMA Drug Evaluation books

to members and managing applications to LSMS,
OPMS, and AMA committees.

The MSS chapter at each individual medical school

provided services in response to the particular needs

and interests of the students of that particular school.

The Shreveport chapter interacted with other campus
organizations in numerous local projects and also

sponsored several guest lecturers, including Dr. James

Bergeron of the LSMS. The Shreveport chapter keeps

its members abreast of local happenings in medicine

in their area by sending a representative to all of the

Shreveport Medical Society meetings. The LSU-New
Orleans chapter organized a preceptorship program

for students in pre-clinical years to be able to observe

firsthand a variety of medical specialties; this chap-

ter's members have also recently compiled a book of

clinical “pearls" to be published and distributed to

students. Members of the LSU-NO chapter have also

Mr. Kelly is the Immediate Past Chairperson and Treasurer, Mr. Lesser

is Immediate Past Vice Chairperson, and Mr. Kavanagh is Immediate

Past Secretary of the LSMS Medical Student Section.

reached out to the com-
munity in various ways.

For example, the members
have conducted drives to

collect candy and gifts for

the Charity Hospital pe-

diatric patients during hol-

iday times. As at Tulane,

the LSU-NO chapter is very

much involved with the

operation of the Phoenix

Society, the organization

which helps impaired

medical students. Chap-
ters at both schools also participate in orientation pro-

grams for rising third year students. The Tulane chap-

ter sponsored an instructional seminar by Dr. Henry

J. L. Van Dyk on how to prepare a resume. Two other

popular speakers in the Tulane MSS series were Mar-

tin Flamm, MD, JD, who discussed MD-JD inter-

professional relations; and Dr. Ralph Deterling of Tufts

University, who explained systems of quality assur-

ance and risk management in hospitals. The Tulane

members have recently become involved in a new
community service campaign arranged by the na-

tional MSS, in which medical students will be leading

drug education workshops at high schools in an effort

to reduce drug abuse among students.

The MSS is deeply indebted to the LSMS and to

LAMMICO for their generous financial support

throughout the year. In addition, the MSS would like

to give thanks to the Orleans Parish Medical Society

for hospitably loaning the use of their house for sev-

eral receptions during the year and for the commu-
nication workshop last month. Most importantly, as

it was so obvious to us and other MSS members in

attendance at the recent legislative forum at Masson's

restaurant, the doctors of this state are very concerned

about the complex socioeconomic issues facing med-

icine today; the soon-to-be doctors of this state wish

to thank all the members of the LSMS for the hard

work which has already been done and the work which

continues to be done toward keeping the future prac-

tice of medicine here satisfying and enjoyable.

The Medical Student Section "has be-

come not only a structure which provides

services and educational opportunities

for its members, but also a legitimate

venue for students to voice political

opinion and to become involved in the

political decision-making process."
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THE
CLINICAL
RECOGNITION
; OF

CARDIOVASCULA
DISEASE

T
his MONTH is the 103rd anni-

versary of Sir William Osier

accepting the position of Pro-

fessor of Clinical Medicine at the

University of Pennsylvania. There,

he distinguished himself as a

teacher of clinical medicine at the

bedside. In January of 1892, he

completed The Principles and Practice

of Medicine at the age of 42. Accor-

ding to Dr. Osier, this text was
"designed for the use of practi-

tioners and students of medicine."

The recognition of pathological

processes begins at the bedside

with a careful history and physical

examination.
The articles that

follow are in-

tended to stimu-

late an interest

in the clinical

recognition of

cardiovascular

disease. Should

such a spark be kindled from any
pearls that are found, it is hoped
that you will continue your search

for knowledge in more comprehen-

sive works.

The American Heart Associa-

tion of Louisiana, Inc. is pleased to

present this issue of the JOURNAL,

for the use of practitioners and

students of medicine, so that they,

in their study of disease, like Osier,

"can interrogate nature by keen, ac-

curate observation." 1

Leon F. Kraft, MD
Chairman, Health Care Site Committee
American Heart Association of Louisiana, Inc.

1. Bordley J III, Harvey AM: Two Centuries of

American Medicine 1776-1976, Philadelphia, PN,
W.B. Saunders Co., 1976, p 143.
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THE CLINICAL RECOGNITION OF
HEART DISEASE

IN INFANTS AND CHILDREN

MAHINDA D. JAYASINGHE, MD, FACC

The purpose of this article is to alert the health

care provider of the possibility of heart disease in

the pediatric patient. I would briefly review the

clinical recognition of heart disease in the different

pediatric age groups. No discussion would be
made regarding diagnostic evaluation, specific

lesions or their treatment.

THE FIRST 48 HOURS

The mother's obstetric history should be carefully

reviewed for potential cardiovascular teratogens.

Maternal use of alcohol, anticonvulsants, lithium and

sex hormones during pregnancy are all capable of

causing cardiac malformations. Maternal diabetes, ru-

bella and lupus erythematosus contribute to cardiac

malformations. The mother should be questioned

about other siblings or close relatives with heart dis-

ease or other congenital anomalies.

The neonate with congenital heart disease (CHD)
usually appears healthy for the first 30 to 60 minutes

of life. The first signs of a problem are usually cyanosis

and respiratory distress. The cyanosis could be of car-

diac or respiratory origin, but, rarely, can result from

a hemoglobinopathy. Fast and shallow breathing,

sometimes associated with grunting, is another im-

portant presentation. Sometimes, the first symptoms
often occur during, or immediately after feeding: the

respiratory rate increases disproportionately to the

effort of feeding followed by duskiness.

The general appearance of the infant may provide

clues about an underlying heart problem. Chromo-
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somal abnormalities are very commonly associated

with cardiac malformations. Roughly one half of in-

fants with Downs Syndrome have CHD. Other tri-

somic conditions such as trisomy 18 and 13 show
cardiac malformations in about 80% of patients. 1

Turner's syndrome, i.e. a female with webbing of the

neck, broad shield-like chest with widely spaced nip-

ples, low hairline and peripheral lymphedema, has a

20% incidence of coarctation. Upper limb malforma-

tions such as aplasia, dysplasia or hypoplasia of the

nails, fingers, thumbs, radii, or humerii have a high

incidence of CHD. 2 Asymmetry of the baby's face while

crying is correlated with a 50% incidence of CHD. 3

The peripheral arterial pulses should be palpated

simultaneously in one arm and one leg. They should

be of equal volume and synchronous. Absent or de-

layed pulses in the groin is an important sign. If there

is any doubt, the leg blood pressure should be checked.

Coarctation produces a lower blood pressure in the

legs than in the arms.

The precordium should be carefully palpated. A
hyperdynamic precordium is an important sign of

CHD. Precordial thrills in the neonate are rare, but

when present indicates a valvular or septal lesion.

On auscultation, great care should be taken to

evaluate the second heart sound. Normally, the sec-

ond heart sound has two components due to the asyn-

chronous closure of the semilunar valves. A single

second heart sound is an important sign of a serious

heart problem. Evaluating the second heart sound is

not an easy task and repeated examinations may be

necessary. The infant should be supine while listen-

ing over the left upper sternal border. A systolic click

is always indicative of a significant heart problem;

examples of which include valvular aortic stenosis,

valvular pulmonic stenosis and truncus arteriosus. A
heart murmur is not always an important sign in the

early newborn. Transient murmurs can be caused by

a patent ductus arteriosus. Noteworthy, is that the

absence of a murmur does not exclude a major heart

lesion.

TWO TO TWELVE WEEKS
During this age group, the most common manifes-

tation of an underlying heart problem is difficulty

feeding. The mother may complain that the infant eats

slowly, tires or sweats when feeding even though he

appeared to be eager to eat.

Another common complaint by the mother, or

the grandparent, is that the baby breaths fast even

when he is asleep. This tachypnea may worsen during

feeding. Infants with CHD may have slow growth.

The weight is affected more than the height. Respi-

ratory infections are frequent and tend to be more
chronic. On physical examination, the presence of a

suprasternal or precordial thrill, an active precor-

dium, a loud heart murmur, an enlarged liver, a per-

sistent tachycardia or a persistent tachypnea should

alert the clinician to the need for an indepth congenital

heart disease workup.

ONE YEAR TO FIVE YEARS

In this age group, one has to pay particular attention

to the history. Though fatigue is difficult to evaluate

in this age group, one should inquire about breath-

lessness and tiredness and whether the child can keep

up with his friends and siblings during play. One
should also inquire about fainting, near fainting and

dizziness. A history of rheumatic fever, Kawasaki's

Disease, rheumatoid arthritis. Rocky Mountain spot-

ted fever suggests the possibility of an acquired heart

lesion. The appearance of a heart murmur in the ab-

sence of any of the foregoing history is the most com-

mon auscultatory finding. When a murmur is present,

one should note the timing of the murmur in the

cardiac cycle. The murmur could be systolic, diastolic

or continuous. Diastolic and continuous murmurs al-

ways require further diagnostic tests. A systolic mur-

mur could either be pathologic or benign. Innocent

murmurs occur in the absence of anatomic or phys-

iologic cardiac abnormalities. It is estimated that about

50% of all healthy children have innocent systolic

murmurs during their childhood. 4-6 The innocent sys-

tolic murmur is soft, less than grade ii/vi in intensity

and is short in duration. It is heard in the mid pre-

cordium and is vibratory or buzzing in nature, but

may even be musical. It is not preceded by a click,

nor accompanied by a thrill, and does not radiate to

neck or lung fields. The heart sounds are normal in

intensity and the second heart sound is physiologi-

cally split without accentuation of the pulmonic com-

ponent when listening over the upper left parasternal

border.

Pathologic systolic murmurs are grade iii/iv or

louder, and may be pan-systolic or end-systolic. All
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systolic murmurs preceded by a systolic click are ab-

normal.

SIX YEARS TO ADOLESCENCE
In this age group, additional emphasis should be paid

to chest pain, palpitations, unexplained syncope, pre-

syncope, or unexplained sudden death in a close fam-

ily member, particularly one of young age. The blood

pressure should be checked with a cuff of the appro-

priate size. The bladder inside the cuff should be large

enough to cover two-thirds of the upper arm without

the lower edge impinging on the antecubital fossa. A
systolic murmur may make its appearance for the first

time in this age group, its careful characterization is

paramount.
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THE CLINICAL RECOGNITION OF
CONGESTIVE HEART FAILURE

ISHWARLAL V. LODHIA, MD, FACC

Approximately 400,000 new cases of heart failure

are diagnosed every year in this country.

According to the Framingham Study, less than 50%
of patients survive for more than five years after

the initial diagnosis of congestive heart failure,

regardless of the etiology. This article is provided

as an aid in the bedside diagnosis of congestive

heart failure.

SYMPTOMS

Dyspnea on exertion is one of the most common
and one of the earlier symptoms of congestive

heart failure. Nocturia is often an early symptom,

even though it lacks specificity. As the condition

worsens, orthopnea, paroxysmal nocturnal dyspnea,

palpitations, cool extremities, anxiety, diaphoresis and

wheezing develop. Late symptoms would include

dizziness, fatigue, lethargy, confusion and paroxys-

mal nocturnal dyspnea.

Symptoms of left ventricular failure may para-

doxically improve with the onset of right ventricular

failure. Patients with predominant right ventricular

failure may complain of anorexia, nausea and abdom-

inal bloating. Pain in the right upper quadrant, due

to hepatic congestion, may be present in acute right

sided failure, and is generally absent in chronic

congestive heart failure.

SIGNS

Some of the signs may be evident as soon as the

patient steps into the office. The patient may be dia-
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phorectic and tachypneic with cool extremities. There

may be evidence of weight loss, cardiac cachexia, and

slight exophthalmos with scleral icterus. Resting tach-

ycardia is frequently found in an untreated patient.

Late signs may include cyanosis and pulmonary
edema.

EXAMINATION OF THE PULSE

Reduced stroke volume may be reflected by a weak
and rapid pulse with a narrowed pulse pressure. In

advanced failure, it is common to find pulses alter-

nans, characterized by a regular rhythm with alter-

nate weak and strong impulses.

EXAMINATION OF THE
JUGULAR VEINS

Examination of the jugular veins gives useful infor-

mation about the systemic venous pressure, right

ventricular hemodynamics, cardiac rhythm and pos-

sibly, the etiology of heart failure. The jugular venous
pressure reflects mean right atrial pressure, which in

turn, reflects right ventricular end-diastolic pressure.

Either the internal or the external jugular vein can be

used for evaluation of pressure, but as the external

jugular is more superficial, it is readily seen. The right

jugular veins are preferred to those on the left due to

the more direct communication with the right atrium.

(Venous wave forms can be distinguished from the

arterial pulse by the fact that they cannot be palpated

and they can be easily obliterated.)

During the examination of the jugular veins, the

patient should be lying with his head and upper back

resting on a comfortable surface without evidence of

tension on the neck muscles. A single light source

should shine tangentially across the neck. The angle

of elevation of the trunk is irrelevant as long as the

highest point to which the jugular vein is distended

can be identified. Most patients with heart failure are

examined with the trunk elevated to 30° to 40°. Some
patients with very high venous pressures may have
to be completely upright at 90° to be able to identify

the top of the venous column. The distance from the

midpoint of the right atrium to the sternal angle, the

angle formed by the sternal body and the manubrium,
stays relatively constant regardless of the position of

the body, and usually equals five centimeters. The
"absolute” systemic venous pressure equals the ver-

tical distance from the sternal angle to the peak of the

venous column plus five centimeters. To convert this

reading to a more familiar measurement in millime-

ters of mercury, the ratio of specific gravity of mercury

to water is considered to be 14:1. Therefore, 1 milli-

meter Hg is equivalent to 14 mm (1.4 cm) of water.

A jugular pressure of 7 centimeters of water would
be equal to five of Hg.

EXAMINATION OF THE LUNGS
One may find "dullness to percussion" over the pos-

terior lung bases due to hydrothorax. Pleural effusion

is more common in right than left ventricular failure,

and, is typically unilateral, confined to right side, or

bilateral. Isolated left sided hydrothorax should

prompt the physician to look for causes other than

congestive heart failure. Moist rales are commonly
heard in both the lung bases or sometimes over the

entire lung fields on auscultation. Rhonchi may be

present, but are more common in acute pulmonary

edema.

INSPECTION AND PALPATION OF
THE PRECORDIUM

Localizing the cardiac border aids in determining ven-

tricular chamber size. The left and right borders of

cardiac dullness can be found by percussing the third,

fourth, and fifth interspaces starting laterally and

moving medially. The normal left ventricular apex is

located in the fifth intercostal space 1 to 2 centimeters

medial to the midclavicular line. The point of maxi-

mum impulse is best defined using the palmar met-

acarpophalangeal joints which are more sensitive to

vibration, thrills and thrusts than the fingertips. Im-

portant information can be obtained by assessing the

diameter of the apex, which is normally 2 to 3 cen-

timeters. An apical impulse of more than three cen-

timeters in diameter can be due to left ventricular

hypertrophy, dilatation or aneurysm. One might feel

"extra" or double thrusts, suggestive of hypertrophic

cardiomyopathy or a left ventricular aneurysm. Right

ventricular enlargement and hypertrophy may result

in a forceful and sustained systolic impulse in the left

parasternal region. In some patients with chronic pul-

monary disease, one might be able to palpate the right

ventricle better in the subxiphoid area.
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AUSCULTATION OF THE HEART
A protodiastolic gallop (S3) is a fairly specific sign of

heart failure. A left ventricular S3 is best heard at the

cardiac apex with the patient in the left lateral de-

cubitus position, using the bell of the stethoscope. A
S3 gallop is a low pitched sound heard approximately

0.15 seconds after the second heart sound. However,

a S3 can also be heard in some healthy children under

20 years of age. In certain conditions causing volume
overload of the ventricles, like valvular regurgitant

lesions, the presence of a S3 gallop does not neces-

sarily denote heart failure. A right ventricular S3 gal-

lop is best heard in the left lower sternal border in

the fourth or fifth intercostal spaces in a supine po-

sition. The presence of a presystolic gallop, S4 gallop,

is not specific for heart failure, but may imply de-

creased ventricular myocardial wall compliance. Sys-

tolic murmurs are also common in advanced heart

failure due to mitral and tricuspid valve regurgitation

secondary to left or right ventricular dilatation. These

murmurs often disappear after adequate treatment.

EXAMINATION OF THE ABDOMEN
Hepatomegaly is commonly found in more advanced

cases of heart failure. It reflects increased systemic

venous pressure. The liver may be tender, if the onset

of heart failure has been relatively recent or rapid.

Rarely, the liver may be pulsatile, if tricuspid valvular

regurgitation exists. Ascites is sometimes found in

advanced heart failure, however, it may be a relatively

early sign of constrictive pericarditis.

ASSESSMENT OF EDEMA
Although edema is a very common sign of congestive

heart failure, its specificity is limited. Most patients

with lower extremity edema do not have congestive

heart failure. It must be borne in mind that as much
as five liters of fluid may accumulate in the tissues,

and the patient may gain as much as 12 pounds before

pitting edema becomes evident. Such retained fluid

without the physical sign of edema is termed occult

edema. In the early stages of heart failure, edema of

the ankles may be noticeable only towards the eve-

ning. In that gravity distributes fluid to the dependent

parts of the body, ambulatory patients will have edema
in the lower extremities, while recumbent patients

will display it sacrally.

Clinically, in an ambulatory patient, the area pos-

terior to the medial malleolus is where edema is de-

tected earliest. Using the thumb or the index finger,

and pressing against the tibia or the sacrum, a pitting

mark may be elicited due to the displacement of in-

terstitial fluid. It is important to press firmly, and for

at least 15 to 20 seconds, to avoid missing minimal

edema. The depth of the pit, and the time of its dis-

appearance can be used as a rough guide to estimate

the degree of edema. Long standing edema may also

be complicated by subcutaneous fibrosis which may
be non-pitting. This condition is termed brawny
edema. Other causes of edema include renal disease,

liver disease, normal pregnancy, toxemia of preg-

nancy, idiopathic cyclic edema, varicose veins, phle-

bitis, hypoalbuminemia and that related to drugs, such

as corticosteroids, calcium channel blocking drugs,

and antiinflamatory agents.

A complete examination should include the gen-

eral appearance of the patient, the inspection of the

neck veins and the precordium, the palpation of the

precordium and the peripheral pulses, the examina-

tion of the lungs and abdomen, the assessment of

edema and the careful auscultation of the chest.
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THE CLINICAL RECOGNITION OF
ARTERIAL DISEASE

JOHN D. FRUSHA, MD

Atherosclerosis is the major cause of pathology in

the vascular system and can be manifested as

aneurysmal, embolic, or occlusive disease. This

article will concentrate on the examination of the

most commonly involved arteries.

ON funduscopic examination of the eye, Hollen-

horst bodies may be seen in the branches of the

retinal artery. They are bright, refractile bodies of cho-

lesterol or atherosclerotic plaque that have embolized

from a diseased internal carotid artery. These patients

may or may not present with cerebrovascular symp-
toms such as amaurosis fugax or transient ischemic

attacks. These bodies represent embolic phenomena
and patients are at a higher risk for developing tran-

sient ischemic attacks or completed strokes.

In patients suspected of having temporal arteritis,

the temporal artery may be found to be painful, nod-

ular, or cord-like. The pulse may be absent and the

overlying skin erythematous.

One of the most common physical findings of the

vascular examination of the head and neck is the de-

tection of a bruit. Carotid bruits are heard loudest at

the angle of the jaw, the approximate anatomic lo-

cation of the carotid bifurcation, which is the most

common area for atherosclerosis to occur in the ca-

rotid circulation. The entire neck, supraclavicular, in-

fraclavicular, and chest areas should be auscultated

to pinpoint the area from which a bruit arises.

A stenosis is considered significant if it involves
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a loss of 75% or more of the cross-sectional area of

the vessel (this is determined by the non-invasive

duplex ultrasound or angiography). Sixty-five percent

of carotid bruits are not associated with a significant

stenosis, but 50% of the patients with a significant

stenosis may not have a bruit due to its disappearance

after a vessel is greater than 80% to 90% occluded.

Asymptomatic patients with a stenosis of 80% or

greater have an increased incidence of cerebrovas-

cular symptoms and stroke. If there is a diastolic com-
ponent noted to a carotid bruit, this usually signifies

that there is a greater than an 80% stenosis present.

A bruit may be auscultated in the supraclavicular

area which may signify a stenosis due to atheroscle-

rosis, an aneurysm, or compression of the subclavian

artery in the thoracic outlet. If a pulsatile mass is

palpated on supraclavicular examination, a subcla-

vian aneurysm or a tortuous subclavian artery, which
is occasionally found in elderly patients, may be pres-

ent. If a subclavian artery aneurysm is suspected, it

can be associated with a cervical rib which is detected

by palpation of a hard mass or prominence in the

posterior supraclavicular fossa. Atherosclerotic occlu-

sive disease of the subclavian artery may be detected

by a pulse deficit of the brachial and distal arteries

and is confirmed when there is a 30 to 40 mm Hg
systolic differential in arm pressures.

A subclavian-vertebral steal may result when there

is a subclavian stenosis proximal to the origin of the

vertebral artery. The classic subclavian steal syn-

drome includes vertigo or syncope following exercise

of the upper extremity on the side of the subclavian

artery occlusion. The increase in demand for blood

supply to the exercised extremity results in "stealing"

of blood from the vertebral circulation resulting in

vertebral basilar symptoms. This is a rare syndrome,

and reverse flow in a vertebral artery is asymptomatic

in the majority of patients if the opposite vertebral

artery is widely patent.

Bruits heard on auscultation of the abdomen may
indicate occlusive or aneurysmal disease. This in-

cludes the visceral and renal arteries, and abdominal

aorta. Abdominal aortic aneurysms are the most com-
mon aneurysm known and also the most dangerous

due to the high mortality associated with its rupture

(50% to 75%). The majority of these aneurysms are

below the renal arteries. The bifurcation of the aorta

occurs at the umbilicus, therefore palpation for a pul-

satile mass should occur at or above this level. Pul-

satile masses palpated below this level can be an ex-

tension of an abdominal aneurysm into the iliac arteries

or a tortuous iliac artery. A tortuous abdominal aorta

can also at times be mistaken for an aneurysm. The
ultrasound is the most cost-effective means of diag-

nosing and of sizing abdominal aortic aneurysms.

The peripheral pulses should be palpated to as-

certain their quality. The dicrotic pulse, produced by

a palpable accentuation of the dicrotic wave, is pres-

ent in febrile or toxic conditions. Corrigan's pulse, or

the bounding pulse, may be present in essential hy-

pertension, thyrotoxicosis, aortic valvular regurgita-

tion, patent ductus arteriosus, or arteriovenous fis-

tulas. A bounding pulse may also be palpated in large

vessels when there is a total occlusion distally. Pulsus

tardus with its gradual upstroke and prolonged

downstroke is noted in severe aortic valvular stenosis.

Pulsus alternans, when the pulse wave alternates be-

tween high and low volume, is a sign of severely

decreased inotropy. Pulsus paradoxicus, an inspira-

tory fall in the arterial pressure exceeding 10 mm Hg,

is encountered in constrictive pericarditis, pericardial

effusion, or cardiac tamponade.

When the femoral pulse is not palpable or is di-

minished, aortoiliac occlusive disease is usually pres-

ent. A thrill may be palpated or a bruit auscultated

in the femoral area which is also an indication of il-

eofemoral occlusive disease. True aneurysms of the

femoral artery are uncommon, but pseudoaneurysms

may be found in patients who have had a prior aor-

tobifemoral bypass with a synthetic graft. In these

patients a pulsatile mass will be felt in the groin area

beneath the inguinal ligament in the area of the groin

incision performed for the bypass graft.

The popliteal artery is the most difficult artery to

palpate. Popliteal artery aneurysms are important to

identify because, if left untreated, they are associated

with a 50% amputation rate due to thrombosis or

embolization. If the popliteal artery and distal vessels

are diminished or absent, this may signify superficial

femoral artery occlusive disease. The vascular exam

of the lower extremity involves palpation of the dor-

salis pedis and posterior tibial arteries with a thorough

inspection of the extremities for evidence of vascular

disease. When peripheral vascular disease is present,

these pulses are frequently absent. The posterior tibial

artery can be congenitally absent in up to 50% of the

population. Likewise, the dorsalis pedis pulse may
be absent, but it is abnormal for both pulses to be

JOURNAL VOL 139 NO 5 MAY



absent in the same extremity. In some individuals

with aortoiliac occlusive disease, the pedal pulses may
be palpable at rest but disappear with exercise of the

extremity.

Arterial disease of the upper and lower extrem-

ities includes presentations with acute and chronic

onset. Acute onset can be due to emboli from atrial

fibrillation, abdominal aortic aneurysm, proximal ath-

erosclerotic disease, or due to thrombosis from occlu-

sive disease. These patients present with the classical

five P's: pulselessness, pain, pallor, paresthesias, and

poikilothermia (cold) of the involved extremity. If the

patient presents with these symptoms, this is a sur-

gical emergency due to threatened limb loss.

Embolization to digital vessels present with vary-

ing degrees of violaceous color change of the digits

with painful, punctate, ischemic ulcerations. This may
involve a portion of or the entire digit. The emboli

may arise from cardiac valvular disease, atrial fibril-

lation, or proximal atherosclerotic disease. This is more

common in the lower extremity and is known as the

“blue toe syndrome." This is a confusing diagnosis

since these patients may present with a palpable pulse,

yet have evidence of gangrenous changes of their dig-

its. Embolic findings are usually unilateral which help

differentiate them from vasospastic disorders which

occasionally have similar findings. Vasospastic con-

ditions are usually bilateral and are of interest in that

50% of these patients have some type of underlying

illness such as carcinoma or collagen vascular disease.

The chronic onset of vascular disease is most
commonly associated with decreased or absent pedal

pulses. This may be associated with trophic changes

such as dry, thin skin, loss of hair, and thick, lami-

nated toenails. These patients may have rubor of the

extremity with dependency, pallor with elevation, de-

creased venous filling, cyanosis, or mottled appear-

ance. They may also present with ulcers that will not

heal or gangrene that is most commonly associated

with the distal most aspect of the digits.
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Sweet sixteen,

with a broken heart
Southern Baptist Hospital

and Amy Dardinger.

Amy Dardinger was born on

St. Valentine's Day with a

“broken” heart. Lacking its right

ventricle, Amy’s three-chambered

heart pumped only minimal

blood to her lungs. So her body

couldn’t get all the oxygen it

needed. As she grew up, her

condition grew worse. By age

sixteen, Amy was fighting long

odds against survival.

One hospital had the

facilities and the people to make
a difference. Baptist.

A Baptist cardiologist,

Dr. James Reynolds, thoroughly

evaluated Amy’s heart, using

techniques like echocardiography

and radionucleotide ejection

fraction. Then, in a rarely

performed operation called the

Fontan procedure, a Baptist

cardiac surgery team led by

Dr. Morrison Bethea connected

Amy’s right atrium directly to her

pulmonary artery with a small-

diameter dacron tube. The
surgery enabled Amy's heart to

supply her lungs the blood that

carries oxygen throughout her

body.

Today, Amy's heart

functions normally despite having

only three chambers. Amy
swims, rides her bicycle, dances,

does aerobics and performs

hospital volunteer work. She’s

enjoying the full, active existence

of a healthy teenager. With a

heart that will last a lifetime.

The Fontan procedure is

one of the newest and most

complex in cardiac surgery. It

demands the total concentration

of specially-trained surgeons

and support personnel, plus the

technology available only in a

hospital dedicated to leadership

in surgery of the heart. In such

a setting, with such a commit-

ment, miracles can happen.

Baptist. Uniquely

equipped to handle medicine’s

most challenging problems.

Like Amy’s.

Southern Baptist Hospital
We re Making Miracles Happen Every Day.

Baptist Hospital Physician Referrals

Call DOCTORS (362-8677)

2700 Napoleon Avenue, New Orleans, Louisiana 70115
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THE CLINICAL RECOGNITION OF
VENOUS DISEASE

TERRY JONES, MD

D espite the fact that it causes more morbidity in

the United States population each year than ar-

terial disease, venous disease is frequently misdi-

agnosed and not well understood. Venous disorders

manifest through one or a combination of basic path-

ophysiologic mechanisms including obstruction, in-

flammation, thromboembolism, dilatation, or changes

in venous volume and hydrostatic pressure.

Clinical signs and symptoms of venous disorders

include pain, swelling, changes in skin pigmentation,

signs of inflammation, ulceration, venous dilatation

and tortuosity, and palpable cords or thrombi. Signs

of venous disease are not specific and may vary in

their manifestation from one region of the body to

another. Deep venous obstruction, for example, is

characterized by the finding of pitting edema in the

lower extremities but non-pitting edema in the upper
extremities; a swollen hand is often seen with venous
disease of the upper extremity but a non-pitting

edematous foot is more characteristic of lymphedema.
Because venous disease manifests clinically in a

variable manner and by different mechanisms, the

diagnosis of venous disease may be understood by
examining specific venous disorders.

SUPERFICIAL THROMBOPHLEBITIS

This common disorder shows as a painful, tender

swelling in line with a visible superficial vein or may
be a palpable cord along a superficial vein's course.

The acute thrombosis in the vein elicits an inflam-

matory response that may occasionally be confused

with an infectious process. Typically, superficial

thrombophlebitis occurs in the upper extremity fol-

lowing an intravenous catheterization and in the lower

extremity is associated with a varicose vein below the

knee.

The erythema of infection is usually diffuse and

not localized to the course of a vein. Lymphangitis

presents as a narrow band of erythema along the

course of a vein but is not associated with a palpable

cord. The redness accompanying the palpable cord in

superficial phlebitis is broader and displays a browny
induration.

It is important to remember that superficial

thrombophlebitis is associated with deep vein throm-

bosis in 6% to 32% of the reported cases of superficial

phlebitis. This risk is accentuated when the superficial

phlebitis approaches the saphenofemoral junction.
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Special syndromes of superficial phlebitis include

migratory thrombophlebitis of unknown etiology that

is associated with malignancy, blood dyscrasias, and
collagen diseases. Trousseau's phlebitis associated

with malignancy and venous gangrene, and Mon-
dor's syndrome which is a phlebitis of the veins ex-

tending from the lateral aspect of the breast to the

axilla, the lower costal margin and the epigastrium.

Superficial thrombophlebitis may also be associated

with Buerger's disease, thromboangiitis obliterans, in

which the veins of the dorsum of the hands and feet

are usually initially involved.

DEEP VEIN THROMBOSIS
This condition cannot be diagnosed clinically. (A phy-

sician using clinical criteria to diagnose the usual pa-

tient with DVT will be correct approximately 50% of

the time.) There are many sound studies to support

this concept yet there are still clinicians who treat

patients for DVT on “clinical" criteria. No patient

should be subjected to the risks of unnecessary an-

ticoagulation or crippled with the false diagnosis of

phlebitis by a well-meaning physician who has in-

dependently concluded that he or she is an exception

to this rule and therefore can and will diagnose DVT
by clinical criteria.

Homan's sign, or pain in the calf elicited by dor-

siflexion of the foot, has long been considered a hall-

mark sign of deep vein thrombosis. Not only is this

test not very helpful but it may be misleading. Ho-
man's sign may be “positive" in a variety of condi-

tions, including normal subjects, and is “negative" in

the majority of patients with phlebothrombosis.

The term "phlebothrombosis" implies a bland

form of deep vein thrombosis that may present with

few to no signs or symptoms. This form often has a

loosely attached thrombus that can easily be dis-

lodged and become an embolus. Thus, the most dan-

gerous form of DVT may have no clinical signs or

symptoms. The term "thrombophlebitis," however,

implies a form of DVT accompanied by a marked in-

flammatory response. This type is usually quite pain-

ful but the thrombi are usually fairly adhered to the

vein walls because of the inflammatory response. DVT
does not usually categorize so well, however, and
both forms may be present at the same time. Pain is

proportional to the degree of inflammation and may
be sudden or gradual in onset. Swelling is propor-

tional to the degree of occlusion (some thrombi float

in the lumen and do not cause obstruction) and the

number of veins occluded. The swelling is usually

most pronounced at the most dependent portion of

the extremity. Swelling confined to the thigh, there-

fore, suggests an etiology other than DVT. Typically,

DVT of the lower extremities cause pre-tibial pitting

edema. Swelling confined to the foot, however, but

not involving the ankle, is more suggestive of lym-

phedema or local injury.

Massive edema of the lower extremity suggests il-

eofemoral thrombosis and may be sudden in onset

accompanied by tingling and numbness. It often oc-

curs on the left side due to compression of the left

iliac vein intra-abdominally. As the obstruction pro-

gresses, the color changes from that of "phlegmasia

alba dolens" to the deep purple of phlegmasia cerulea

dolens." This stage may progress to frank gangrene,

obliteration of arterial flow, and loss of the extremity.

Pain and swelling in the calf may be caused by DVT
but it may also be caused by a plantaris muscle injury

(even though there is no history of trauma). Baker's

cyst, compartment syndrome, hematoma (which is

hard to diagnose because of occurence in tightly bound

fascial compartments), gait imbalance causing muscle

strain, cellulitis, etc. Even a herniated disc may pre-

sent as calf pain.

POST-PHLEBITIC SYNDROME
A deep leg vein occluded by a thrombus may contract

to form a fibrous cord and never function again. Other

veins have the thrombi contract against the wall of

the vein, thereby leaving the vein patent but with the

valves destroyed. Classic tests to determine deep vein

and varicose vein valvular patency and location, such

as the Perthes' test and Brodi-Trendelenburg test, have

little clinical value and will not be described.

Without valves, the hydrostatic pressure in-

creases and allows venous hypertension with sub-

sequent swelling of the extremity. The increased pres-

sure causes a feeling of tiredness or aching that is

usually proportional to the time spent standing. Pain

is alleviated by elevation of the leg, rest, and external

support. The constant swelling over sustained pe-

riods initiate events that lead to brownish pigmen-

tation of the lower part of the legs, the "gaitor area,"

and ulceration. The typical venous stasis ulcer is pain-

ful, shallow, and "shaggy," whereas arterial ulcers I
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are just the opposite and typically located more dis-

tally. Chronic stasis ulcers that do not respond to

therapy may undergo malignant degeneration.

If enough veins are obstructed in a post-phlebitic

leg, pain can develop with walking. This “venous
claudication" is caused by the pressure of blood being

trapped in the exercising extremity.

Post-phlebitic changes may also lead to loss of

hair, thinning of the skin, subcutaneous calcification,

contracture of subcutaneous tissue, and periosteal

thickening in the long bones of the lower extremity.

VARICOSE VEINS
Varicose veins are large, dilated, tortuous channels

that are cosmetically unsightly and only occasionally

medically significant. Symptoms ascribed to varicose

veins most commonly consist of an aching feeling

described as a dull to heavy bursting sensation, more
pronounced after prolonged standing and relieved by
leg elevation. Less frequently, itching, heaviness, and
cramps have been described. Patchy small circum-

scribed ulcerations can occur and patchy pigmenta-

tion can develop as a consequence of scratching and
capillary rupture. When swelling occurs, it is usually

seen in varicose veins secondary to phlebitis and is

actually a manifestation of the post-phlebitic syn-

drome.

The severity of symptoms are not directly pro-

portional to the size of the varicose veins. Rarely,

some varicosities may be so numerous and large that

postural pooling on the veins occurs with enough
blood volume shift that hypotension and dizziness

develop.

Varicose veins seen in children may indicate an
underlying congenital vascular anomaly. Localized

varicose veins accompanied by swelling should be

examined for the presence of pulsations or a bruit that

would signify an arterio-venous fistula, or other con-

genital abnormality such as the Klippel-Trenaunay

Syndrome in which the limb is "over-grown."

Varicose veins of the spermatic cord are easily

palpated on exam and are described as a "bag of fish-

ing worms." This benign condition is usually found
on the left side: a right-sided varicocele is cause for

further evaluation.

PELVIC PHLEBOLITHS
These calcific shadows, often concentric, are often

seen in pelvic roentgenograms. They represent cal-

cified pelvic vein thrombi and occur usually in people

more than 20 years old and have a higher incidence

in economically developed countries. They currently

are thought to have no clinical significance other than

to differentiate them from ureteral stones.

SPIDER VEINS
Spider veins are actually telangiectasias and are in-

tradermal plexuses of arterioles and veins, most fre-

quently seen in women less than 45 years old. They

may be starburst, reticulated, or linear in pattern. The

most common pattern is a reddish or purplish blemish

with small vessels radiating outward from a central

dot which gives it the appearance of a spider. They
are not varicose veins, but may be painful due to

involvement of nerve endings in the telangiectasia.

AXILLARY/SUBCLAVIAN VEIN
THROMBOSIS

Occlusion of the auxiliary or subclavian vein is an

increasingly common complication of indwelling cen-

tral lines and occurs in at least 2% of patients with

transvenous pacing electrodes. When thrombosis oc-

curs spontaneously, it is known as effort vein throm-

bosis, Paget-Schroetter Syndrome, or other names.

This syndrome usually occurs on the right side, usu-

ally in males, and is associated with a history of trauma

in 50% to 80% of the cases.

The hallmark sign of axillary/subclavian vein

thrombosis is unilateral non-pitting edema of the en-

tire upper extremity. Pain may be present and de-

scribed as aching or a feeling of tiredness or tightness.

The color is the reddish-blue characteristic of venous

stasis. Paresthesias may be present and the radial pulse

may be difficult to palpate. Venous occlusion may be

part of a thoracic outlet syndrome with signs of nerve

or arterial compression present. Distended superficial

veins that do not collapse on elevating the limb are a

certain sign of venous obstruction.

The signs and symptoms above may be inter-

mittent if good collaterals have developed and the arm
may be normal at the time of examination. However,

with exercise these signs and symptoms may be ex-

acerbated. Occasionally they may be reproduced by

having the patient assume the military stance for a

period of time. In patients with chronic occlusion,

prominent collateral veins may be present over the
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shoulder girdle and the superficial veins of the upper
extremity will be prominent and engorged.

While it is a common concept that axillary/sub-

clavian vein thrombosis is not associated with pul-

monary embolism there are numerous reports to the

contrary. This syndrome is not necessarily a benign

event.

SEPTIC THROMBOPHLEBITIS
The evaluation of a fever in a hospitalized patient

should include consideration of septic thrombophle-

bitis usually seen as a superficial thrombophlebitis

associated with intravenous cannulas. This process

may be occult and difficult to identify. The infection

in the vein is like an abscess and the classic signs of

inflammation (rubor — redness, color — heat, dolor

— pain, tumor — swelling) may be absent or go un-

recognized. Fever may be the only sign. A palpable

venous cord may hint that pus may be expressed from

an infusion site. Special areas of septic phlebitis in-

clude the cavernous and lateral sinus, pelvic veins,

and portal vein (pylephlebitis).

SUPERIOR VENA CAVA SYNDROME
Compression or occlusion of the superior vena cava

(SVC) may present suddenly, in which case the di-

agnosis is easily made, or slowly, when the signs are

subtle and easy to miss. An early sign of SVC ob-

struction is chemosis, or conjunctional edema. No-
table exophalmos and edema of the eyelids develop

followed by tearing and swelling of the head and neck

area. An increase in collar size may be noted. Upper
extremities bilaterally may be swollen and discolored

a deep erythema. Venous stars or other superficial

venule formations occur and venous collaterals may
be seen. If the azygous pathway of venous drainage

empties into the atrium, SVC obstruction will not cause

the classic prominence of collateral veins across the

chest.

Early symptoms include stuffiness of the nose

and a mild irritative or nonproductive cough. Later,

the cough may be productive. Dyspnea, but not or-

thopnea, may develop. These symptoms along with

edema may be worse in the morning after rising and
improve throughout the day. Patients may complain

of a "red out" which is the sensation of the environ-

ment going red when venous pressure is increased

by bending over or other Valsalva maneuvers. Later,

patients may display impaired cerebration and retinal

edema.

INFERIOR VENA CAVA OBSTRUCTION
Thrombosis of the infrarenal inferior vena cava (IVC)
produces massive swelling of both lower extremities,

if the occlusion is acute, but may produce minimal

signs if the occlusion is chronic. Hallmarks of IVC
obstruction are the development of prominent collat-

eral veins across the abdomen that display cephalad

flow. Otherwise the signs and symptoms are the same
as for DVT of the lower extremities.

If the suprarenal IVC is occluded, however, the

renal veins may occlude and cause a nephrotic syn-

drome which results in generalized edema. Other

manifestations of suprarenal IVC occlusion include

ascites, jaundice, vomiting, diarrhea, and the mal-

absorption syndrome.

One dramatic cause of increased venous pressure

in the IVC is an aortocaval fistula that can occur from

aneurysmal erosion into the IVC. The diagnosis is

strongly suggested by the presence of a pulsatile ab-

dominal mass and a loud bruit over the abdomen.

VENOUS HUM
Venous hums may occasionally be heard over the

jugular veins and should be differentiated from ca-

rotid bruits. Venous hums will usually best be heard

with the patient lying down and may disappear when
the patient sits up. The hum may also be obliterated

with manual compression of the vein or by having

the patient perform a Valsalva maneuver.

Rarely, a hyperdynamic venous flow may cause

a form of tinnitus and/or hearing loss. This occurs in

people who have a high-riding jugular bulb associated

with absence of a bony petrous partition separating

the bulb from the inner ear. The "tinnitus" subsides

with mild finger compression of the jugular vein.

Venous disease has many faces and can be very

challenging. Newer diagnostic modalities are now
emerging to help the clinician. It is hoped this brief

and superficial overview will prove a stimulus to fur-

ther study of venous disease.

REFERENCES
1. Rutherford RB: Vascular Surgery, ed 2. Philadelphia, PA, W. B. Saunders,

1984.

Dr. Jones is a vascular surgeon in private practice in Baton Rouge, LA.
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MEDICINE AND RELIGION: A FELLOWSHIP OF HEALING

Rev. WILLIAM F. MAESTRI
ST. JOSEPH ABBEY
ST. BENEDICT, LA

The following address was made at the Medicine

and Religion Breakfast during the 107th Annual

Meeting of the Louisiana State Medical Society

in New Orleans.

S
EVERAL YEARS ago, I had to visit

one of my students who was
terminally ill. I hestitated at the

door, the mouth became dry, the

palms were moist. Feelings of in-

adequacy rushed through me. A
thousand thoughts and words
came to mind. None seemed ade-

quate.

As I entered the room and
moved quietly to her bedside, my
student became my teacher. She
read my face. In a soft voice she

said, "Father Maestri, how are you?

Don't be afraid. I am going to be

fine. Things are all right."

You and I deal with people

who are afraid. In truth, we are

afraid as well. Your offices, hos-

pital wards and rooms are filled

with people who are afraid. From
the minor backaches to the persons

with terminal cancer, one thing is

constant — fear.

There are many reasons why
we are afraid. Let us briefly explore

just three.

First of all, I am afraid because
of the reality of pain. I am capable

of being hurt. I can suffer. In fact.

I often come to you with my pain.

Not always. A great many times I

"doctor" myself. I can wait out the

pain. Yet, there are moments when
I need you. Please note: I need you\

I need your enormous knowledge,

stock of medical miracles, and the

vast array of wonders you are able

to dispense. Yet, there is more. I

need you as a human being like me.

I need your ear and heart, in order

to hear and know what I am saying

and not saying. I need a touch of

courage and compassion from your

healing hands. I need your words
to help make sense of what seems

to be senseless and threatening.

When I come to you with my
pain, I am giving you something

precious: my trust. I am still afraid.

I still hurt. But I still trust, even

though I know that you may add
to my pain in order to heal. This is

an awesome experience, to see me
hurting and needful. For you see

me vulnerable, weak, insufficient,

helpless and at your mercy. This is

never easy. Such is an important

insight about the human condi-

tion: we are capable of being hurt,

and others, like yourselves, are ca-

pable of caring.

Secondly, my pain and suffer-

ing make me aware of my alone-

ness. Pain, illness, suffering, all

isolate me. My pain draws me in-

ward. Suffering stops me from
moving outward. I am self-ab-

sorbed. Illness places me in "soli-

tary confinement." My world is

radically reduced to the most basic

needs: water to moisten my lips, a

breeze to cool my feverish brow,

some relief from my pain, a clean

bed, a bit of nourishment to fill my
stomach, and your presence so that

I am not abandoned to face my pain

alone.

Hospitals can be clean, effi-

cient and polite. They can be lonely

as well. Hospitals often demand
what is to be done to be done

quickly. Hospital work requires a

certain distance so as to remain ef-

fective. Hospitals can seem at times

to be hives and mounds of bees

and ants all working with incre-

dible speed and knowledge. At the

same time, I can be overlooked or

reduced to a patient number. I am
symptoms on the chart, a blood

type, a disease to be cured rather

than a patient as a person to be

cared for. In the course of a day,

many enter my room, all doing

their vital tasks. Yet, I do not know
them, nor they me. They change

with the hands of the clock, shift

after shift. Once again my alone-

ness powerfully confronts me.

My death is not easy for you.

I remind you of your terminal con-

dition. I remind you of the limits

of even your enormous power,

knowledge and caring. My illness

and ultimate death reminds you
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that you will have to step aside and
let a higher power have its way.

The temptation for you is to with-

draw. You want to move on to the

next patient (or case) for whom you
can do something. Too often your

limits to curing lead you to believe

that I no longer need your caring.

This is tragically false.

I am afraid of death and what
you might tell me. Life is a precious

gift: we value summer vacation, a

cold drink on a hot day, feet and
hands buried in grass and soil, the

touch of a friend, the smile of a

child, and those silent moments
when you witness life and death

in titanic struggle. Unfortunately,

we humans appreciate life looking

backwards. We seldom pause to

give thanks while we are living it,

enjoying it, and enhancing it. We
fail to see the great wisdom present

in suffering and death. Yes, even

death!

Your apostolate, your voca-

tion, is very much involved with

extending God's work of healing.

Each day you touch, see, minister

and care for Jesus in his needs. In

the 25th chapter of Matthew's Gos-

pel, we have the parable of the Last

Judgment. Jesus tells us that among
the blessed one are those who vis-

ited him when he was ill. For to visit

the sick and dying in their need is

to visit Jesus in his need. Jesus is

to be experienced in “the least of

our brothers and sisters."

You are incredibly fortunate

and blessed. You have a perpetual

Christmas and Easter. Each day Je-

sus is born and takes on flesh in

the patient as the person for whom
you care. The stable is often a hos-

pital bed. But make no mistake; Je-

sus is reborn there every day in the

poor flesh of those who wait for

l\/ly illness and ultimate

death reminds you that

you will have to step aside

and let a higher power
have its way. ... Too
often your limits to curing

lead you to believe that I

no longer need your car-

ing. This is tragically false.

you to come and visit them. Our
faith tells us Jesus is waiting as well.

Each day is Easter. Your work
of love and healing is a reminder

that life is stronger than death; that

hope drives out despair. There is

one power which can drive out fear:

love. St. John tells us that God is

love and to abide in love is to abide

in God and God in us. When you

make your rounds, you can drive

out fear with God's love working

through your humanity, touching

the humanity in another. Our faith

tells us that life has the final word.

He is risen and we can face to-

morrow.

We began our reflections by

saying that each of us is afraid. The

gospels tell us that Jesus was afraid.

Jesus was divine, but also human.

Jesus was able to know pain. He
was hurt by the hostility of others.

He suffered in the garden the night

before he died. Jesus was afraid of

loneliness. The disciples forsook

him in his hour of need. On the

cross he cried out, “My God, My
God, why have you foresaken me?"

Jesus was afraid of death. He sweat

drops of blood and prayed that the

chalice might pass. In effect, Jesus

is both Divine Physician and Needy
Patient.

To conclude: each day you
reach out and touch the needful

Jesus in your patients. At the same

time, you do the work of Jesus:

healing, comforting, strengthen-

ing, and keeping company with

those who are dying. Each day you

must confront the face of fear with

love, and your fears are dispelled

as well. Each day you bring heal-

ing, and you are healed. Each day

you bring peace, and a peace fills

your heart which the world cannot

give or take away. Each of you is

a living instrument for healing. And
beyond the walls of this hotel, there

is much healing which needs to be

done. It is your blessed privilege

and burden to be about such heal-

ing.

My prayer for each of you is

this:

May the living Spirit ofJesus

bless you with the love and

wisdom so necessary for

healing.

May God enlarge your

hearts, sharpen your vi-

sion, and enlighten your

minds with his love.

May the Spirit strengthen

you to fight the good fight

of faith.

May you continue to be liv-

ing instruments of God's

healing love.

Amen.
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

CARDIAC JITTERS

JORGE I. MARTINEZ-LOPEZ, MD

The continuous rhythm strip shown below, unipolar precordial lead VI, was received in the Heart Station

with no other information.

What is your diagnosis? Elucidation is on page 11.
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risis in black and white.
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ECG of the month
Case presentation is on page 7.

DIAGNOSIS — Atrial flutter with rapid ventricular re-

sponse; multiform ventricular premature impulses

Atrial activity, represented by peaked, upright

P waves, is rapid (about 270 a minute), regular, and

is consistent with atrial flutter. Ventricular complexes

are of two types. Narrow, negatively-oriented QRS
complexes in response to atrial flutter, recur regularly

at a rate of about 135 times a minute; this represents

a 2:1 A:V ratio. In contrast to the narrow QRS com-
plexes, the abnormally wide ventricular complexes

are multiform in configuration, and represent ven-

tricular premature impulses.

DISCUSSION
Atrial flutter is an ectopic, supraventricular cardiac

arrhythmia in which the atrial rate is very rapid and
regular. The rate of the atria is usually between 250

and 350 a minute. Less often, the atrial rate is in excess

of 400 or in the neighborhood of 200 a minute.

The ventricular rate is under control of the flut-

tering atria. Because the refractory period of the AV
junction is normally longer than that of the atrial myo-
cardium, some of the atrial impulses traverse the AV
junction into the ventricles and others do not. For this

reason, a 1:1 A:V ratio is rarely encountered. Instead,

in the untreated patient, the A:V ratio is 2:1 and
changes to 4:1 or higher A:V ratios under pharma-
cological therapy.

The A:V ratio is often and erroneously referred

to as “AV block." This designation is erroneous be-

cause the A:V ratio is actually an expression of phys-

iological refractoriness encountered at the AV junc-

tion by the atrial impulses and is not due to

pathological block. This refractoriness protects the

ventricles from potentially dangerous rapid rates. In

the untreated patient with atrial flutter and high AV
ratios, pathological block should be considered to be

present. On occasion, the A:V ratio in patients with

atrial flutter may not be constant (fixed), but variable.

When the ventricular response to atrial flutter is ir-

regular, the Wenckebach phenomenon may be in op-

eration at the AV junction.

The atrial waves in flutter are termed F waves;

their pattern is varible. The clinical classification of

atrial flutter is based on the electrical axis and mor-

phology of the F waves in limb leads 2,3, and AVF
of the surface ECG. Two types of atrial flutter are

recognized: the common (typical) and uncommon
(atypical). Common atrial flutter is characterized by

negative F waves in leads 2,3, and AVF, and uncom-

mon atrial by positive F waves in the same leads.

The classification of atrial flutter into common
and uncommon types may have clinical implications.

Although the exact mechanism responsible for atrial

flutter has not been clarified, most studies suggest

that common atrial flutter may result from reentrant

mechanisms, whereas the uncommon type may be

the result of enhanced automaticity of an ectopic atrial

focus. A variety of macroreentry circuits involving

both atria have been proposed for atrial flutter. More
recent studies have suggested that, in most patients,

the reentrant circuit in atrial flutter is confined to the

right atrium only, while the left atrium is activated as

an innocent bystander!

Let us return to the tracing. An obvious finding

is that there are two F waves for every narrow QRS
complex. In other words, we can be certain that there

is a 2:1 A:V ratio. What may not be so obvious is:

Which F wave is conducted and which one is not?

The F wave immediately preceding the narrow QRS
has no FR segment and the FQ interval is too short

for that F wave to be conducted. Therefore, the F wave
behind the first one is the one conducted into the

ventricles and has a long FR interval. This should not

be surprising; the average FR interval in atrial flutter

ranges between 0.26 and 0.45 second.

Atrial flutter may be associated with abnormally

wide QRS complexes when there is either preexisting

bundle branch block or aberrant ventricular conduc-

tion. Such tracings may be misinterpreted as ventric-

ular tachycardia.

Intermittent multiform wide QRS complexes are

recorded throughout the rhythm strip shown here. If

these complexes are produced by aberrant ventricular

conduction (the so-called Ashman's phenomenon),

they represent a benign electrophysiological pheno-

men that requires no therapy. On the other hand, if

the wide QRS complexes are ventricular premature

impulses, one must determine their clinical signifi-

cance and whether or not to administer antiar-

rhythmic therapy. The fixed coupling intervals as-
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sociated with the upright wide QRS complexes favor

the diagnosis of ventricular premature impulses.

The therapeutic strategy in atrial flutter is de-

pendent upon a number of factors. In general, how-
ever, therapy directed at the atrial flutter itself may
be subdivided into the following: (a) abolition of the

acute episode; (b) prevention of recurrences; (c) min-

imizing adverse hemodynamic alterations; and (d)

prevention of complications from chronic arrhythmia.
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OTOLARYNGOLOGY/
HEAD & NECK SURGERY REPORT

TRAUMATIC PERFORATIONS OF THE
TYMPANIC MEMBRANE

JAMES M. ROBBINS, BSE; HENRY A. MENTZ, MD;

PAUL A. BLAIR, MD

Traumatic tympanic membrane perforations are

frequently seen by the primary care physician.

Uncomplicated perforations, most commonly from
the slap of an open hand, occur in the pars tensa

and heal spontaneously in about 90% of cases

reported. Complicated perforations association

with retained foreign bodies, water sport

accidents, or concurrent infections require

immedicate referral to an otologist for suction

cleaning. Blast injuries, lightning-induced injuries,

molten metal injuries, and perforations in the

posterior superior quadrant also require early

evaluation by an otologist because of the risk of

associated middle and inner ear injuries.

A common problem prompting consultation of oto-

laryngologists is traumatic perforation of the

tympanic membrane. In order to help the primary

care physician handle this type of injury, we present

a review of the literature on this subject. This dis-

cussion will be limited to simple traumatic perfora-

tions excluding those associated with cranifacial frac-

tures and otitis media.

ETIOLOGY
Pulec1 described four types of trauma that cause tym-

panic membrane perforation. These are compression,

penetration, industrial accident, and blast. Compres-
sion injuries most frequently result from a slap on the

ear with a cupped hand. Griffin2 reported a series of

227 cases in which this was the common cause of

traumatic eardrum perforation. Water skiing injuries

constitute another common cause of compression-type

perforations. Water is thought to enter the external

auditory canal when the skier falls, exerting a high

pressure on the tympanic membrane. Keller3 has

demonstrated that an average pressure of 25 lbs. per

square inch in required to rupture the cadaver ear-

drum. Children's eardrums, however, are more elas-
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tic and will thus withstand higher pressures. 1 Com-
pressive injuries are associated with slight bleeding,

a sense of fullness, and transient pain. The perfora-

tions produced by this mechanism are almost always

located on the pars tensa and are usually linear in

shape. 1 ' 3

In perforations caused by penetrating trama, the

cotton swab is most commonly implicated. Pencils,

sticks, wires and many other foreign objects have also

been known to cause this type of injury. Overzealous

cleaning or scratching of the auditory canal is usually

blamed for the injury. Penetrating trauma is the most
common cause of perforation in children, who have

a curious habit of inserting foreign objects into their

ears. 4 These perforations frequently cause bleeding,

often from canal lacerations. Pain is usually more se-

vere than with compression injuries. These perfora-

tions are usually located anteriorly, and are stellate

in shape. 1 Posterior superior quadrant perforations

are particularly suspicious for ossicular chain damage.

Industrial accidents constitute the third category

of perforations. These are usually welding injuries in

which a piece of molten metal strikes the membrane.
Pain associated with these injuries is characteristically

severe. Like penetrating perforations, these injuries

may disrupt the ossicles and then thus produce severe

hearing impairment. The perforations produced by
molten metal are usually large, have regular margins

and may be located anywhere on the eardrum. 1 Most
of these injuries result in complications including

chronic perforations, chronic otitis, ossciular chain

damage, and occasionally facial nerve damage. 8

Pulec's fourth category is blast injuries. These

result from air compression in the vicinity of an ex-

plosion and are very common in times of war. A sim-

ilar rupture could be produced by the extremely high

sound level of 195 to 199 dB, as calculated by Keller. 3

The perforations occur in the pars tensa of the ear

drum facing the bomb. They may be associated with

damage to the middle and inner ear, frequently caus-

ing sensorineural hearing loss.

Immediate hearing loss is associated with all types

of tympanic membrane perforations. Shambaugh and
Glasscock5 attribute the hearing loss to two different

mechanisms. First, a reduced surface area of the tym-

panic membrane reduced the hydraulic advantage

produced by the ratio of this area to the oval window
area. Second, the perforation allows sound waves to

impinge directly on the round window, thereby

weakening the amplitude of vibrations produced at

the oval window. Anthony and Harrison6 studied au-

diograms of 103 perforated tympanic membranes and
found an average conductive hearing loss of 20 dB.

The impairment was somewhat greater for low fre-

quency than for high frequency tones. Larger perfo-

rations were generally associated with a greater hear-

ing deficit. This relationship was not consistent

enough, however, to permit an accurate prediction of

hearing loss on the basis of perforation size. Disrup-
tion of the ossicular chain produces a severe hearing

deficit. 5 Although some hearing impairment should

occur with all perforations, the deficit may be so min-

imal as to go unnoticed by the patient.

TREATMENT
Considerable controversy exists over the initial man-
agement of traumatic tympanic membrane perfora-

tions. Approaches varying from watchful waiting to

immediate surgical repair of all perforations have been

advocated by various authors. Armstrong7 advocates

early repair for ears with perforations in the posterior

superior quadrant and for large perforations. Such

injuries are considered suggestive of middle ear in-

jury. In Armstrong's series of 57 patients with per-

forations of this type, one third were found to have

significant pathology that was not discovered until

the time of surgery. Shambaugh and Glasscock5 also

recommend an aggressive approach. They advocate

weekly cautery with trichloracetic acid and cotton disc

patching to promote healing in perforations occupy-

ing less than 65% of pars tensa. Myringoplasty is rec-

ommended for all larger perforations. They quote suc-

cess rates of 75% to 88% using these methods. Critics

of this aggressive approach point out the considerable

discomfort and inconvenience to the patient with these

procedures. Pulec 1 and Griffin2 both advocate more

conservative treatment, involving microscopic ex-

amination with suction cleaning, but no immediate

repair. Griffin reports 89% spontaneous closure among
the patients in his series that were managed in this

way. Griffin's data also suggests that the prognosis

for patient receiving delayed surgery is not worse

than for those receiving immediate repair. Expectant

management therefore offers the advantage of avoid-

ing unnecessary surgery, while still permitting suc-
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cessful repair by myringoplasty at three months if

spontaneous healing does not occur.

Another controversy over initial management is

whether ear drops containing antibiotics and steroids

should be used prophylactically. Many otolaryngol-

ogists follow this practice, but opponents argue that

steroids inhibit healing and neomycin may be ototoxic

in a perforated, noninflammed ear. 2 Most authors

therefore recommend ear drops only when there is

clinical evidence of infection. Otic solution ear drops

can be painful when applied to ears with perforations

or canal laceration because of their acidic pH. Otic

suspensions and ophthalmic preparations are more
neutral and are thus preferred when ear drops are

indicated in this setting.

PROGNOSIS
Regardless of the treatment approach taken, the prog-

nosis for healing and return of hearing is excellent.

When spontaneous closure takes place, Griffin re-

ports that 68% of ear drums heal in the first month
and 94% heal within three months. Factors known to

reduce the chance of spontaneous closure include large

size, concurrent ear infection, and molten metal or

lightning-induced injury. 1 - 2 - 8 Secondary infection of

the middle ear is the most common complication of

tympanic membrane perforation, but this only occurs

about 5% of the time. 2 These infections should be

treated with oral antibiotics. Other complications of

perforation are perilymph fistula, cholesteotoma, and
facial nerve paralysis. These serious complications are

fortunately very rare. 8

CONCLUSION
In conclusion, we advocate conservative treatment for

uncomplicated tympanic perforation as 85% to 90%
of these have been shown to heal spontaneously within

three months. Ear drops have not been proven ben-
eficial for prophylaxis and are only used when infec-

tion is present or suspected. Follow-up by an otologist

is necessary for microscopic examination and audiol-

ogic testing. An immediate examination and evalua-

tion by an otologist is necessary for complicated per-

foration associated with molten metal, lightning,

posterior superior perforation, retained foreign body,
and perilymph fistula.
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Frank J. Ilardi, Editor

AUTHOR RESPONDS:
MORE THOUGHTS ON DACHAU

By COL. HOWARD A. BUECHNER, MD (MC USAR)

The following is in response to a book review written by Dr. Frank J. Ilardi

of Dachau: The Hour of the Avenger which appeared in the March

issue of the journal.

AS the author of Dachau: The Hour of the Avenger

(Thunderbird Press, Inc., Metairie, LA, 1986), I

must congratulate you on the most comprehensive,

honest and incisive review which the book has re-

ceived to this date. Many leading newspapers and
magazines have refused to review this book because

its content was considered to be "too sensitive." Oth-

ers have carefully avoided its main theme. In addi-

tion, it has been banned by an important military

organization whose leaders seem to think that it should

never have been written. In view of the prevailing

attitude that truth is not welcome if it is unpleasant,

you are to be commended for your bold and accurate

approach to the book's real message.

Nonetheless, I feel compelled to comment on two
points, not as a criticism but in a spirit of clarification,

using some information which the book does not con-

tain.

The book may have led you to conclude that the

German guards at Dachau were executed by a small

group of "renegade" American soldiers who were
somewhat similar to the released convicts depicted in

the two movies known as "The Dirty Dozen," but

this is not correct. It would be comforting to believe

that these men were abnormal or somehow set apart

from the average G.I. who, in the eyes of his coun-

trymen, would not be capable of performing what is

perceived to be a dishonorable deed. But again, this

is not the case.

It seems probable that many members of the lib-

erating force were implicated, in one way or another,

in the execution of the German garrison. The camp
guards offered little or nc resistance and few, if any.

can be considered to have died in combat. Not a single

American soldier was either killed or wounded in this

action. The German guards tried to surrender by dis-

playing white flags. Red Cross emblems or by holding

their hands in the air, but were shot down. Those

who were finally allowed to surrender and become
prisoners of war were later executed by machine gun-

fire. Some patients from the hospital were included

in this group.

It is true that only very small groups of American

soldiers were implicated in the machine gun episodes

and they more or less acted on their own. However,

these men cannot be described as renegades or as

unusual in any way. They were battle-hardened vet-

erans. Some of them had fought their way from North

Africa, through Sicily, Italy, France and Germany and

received many decorations for bravery.

The cause of the out-of-character behavior dis-

played by these soldiers is probably to be found in

the fact that they unexpectedly encountered a greater

horror than standard warfare has to offer. They saw
things for which they were not prepared and which

should have been reserved for Hell itself. Things, the

likes of which, have never before been seen by the

eyes of decent men. Things which wrenched the eyes,

seared the senses, numbed the mind and scarred the

soul. In my opinion, these stupefying horrors caused

them to cry out for vengence and revert to the ancient

law of "an eye for an eye and a tooth for a tooth."

During a moment of temporary transfiguration, they

became avengers, but with the fearful result of ex-

tracting retribution from those who were not respon-

sible. This is why vengence should be reserved for

one with greater wisdom.
Please do not mistake me, I do not judge these

men. No one has that right, unless they have been

tested by similar stress. I hope that the circumstances

which surrounded this event will never again be re-

peated, but I fear that future generations will see sim-

ilar things. As Plato said "only the dead have seen

the end of war."

While not judged or punished nor found inno-

cent in a formal manner, the soldiers involved have
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The cause of the out-of-character be-

havior displayed by these soldiers is

probably to be found in the fact that they

. . . saw things for which they were not

prepared, things which should have been
reserved for Hell itself.

suffered in many ways. Forty-two years later they

bear the cross of silence, hidden secrets and a feeling

of never-ending guilt. I thought that my book would
help them by exposing their secret to the world, but

apparently it has not.

Examples of the long silence and cover-up are to

be found in the statement of two officers who were
witnesses to, but not participants in, the executions.

In January 1986, Chaplain L.L. Loy responded to

a letter seeking information about the fate of the Ger-

man garrison with the following words: "As to the

SS troopers and what happened to them, there was
an official inquiry and it was closed. It is best to leave

it so. I know what I saw and what I construed the

happenings to be, but I, nor I am sure none of the

others involved, wish to open the subject again. I

think that you would be wise to follow a similar course,

for reopening that subject might well reach into your

own life and career."

In June 1986, Lt. William Rogers wrote: "Regard-

ing the shooting of German guards, you are 100%
correct. There were very few G.I.'s present. I came
on the scene several minutes before the machine gun-

ning. I have had many nightmares recalling this in-

cident, but this is the first time I have repeated the

story to anyone."

My second point relates to your judgement that

my story was told without emotion. This is a totally

accurate observation but one which I would like to

explain or at least attempt to do so.

Nerin Gun, a former inmate of Dachau, was not

able to put his thoughts together until 11 years had
gone by (Day of the Americans, 1966).

Marcus J. Smith, MD arrived at Dachau on the

day after the liberation and was stationed there for

several weeks. He could not bring himself to write

about his experiences until 27 years later ("The Har-

rowing of Hell," 1972). When he submitted his man-
uscript to a physician friend for review, the friend

stated that the account was "too clinical" and using

almost your exact words, he added that Dr. Smith

sounded as if he were writing a medical case report.

Col. Walter Fellenz did not describe his reaction

to Dachau until 1981 and Col. Felix L. Sparks sum-
marized his thoughts in 1984.

I suppose my point is that those who were there

seem to be unable to describe the bone-chilling ex-

perience of Dachau until many years have passed and
emotion has subsided. Then they must write without

emotion or they cannot write at all, lest tears, pain

and anguish obscure the pen. During the interim they

relive, attempt to recall and try desperately to separate

fact from fancy. They wonder over and over again if

it was just a bad dream or did it really happen? When
they start to write they ask themselves if they are

describing an almost impossible truth or have they

concoted a monstrous lie? This type of doubt has come
and gone in my mind on many occasions. When it

does, I draw comfort from the fact that I am not alone

in this dilemma and I recall the words of Nerin Gun
when he wrote, "I never wanted to tell of these atroc-

ities. Today it all seems so unbelievable to me that,

if I were to tell it, I would feel as if I were lying. Even

when I look at the pictures I took, I feel, deep within

myself, that they were faked."

You wondered if Dachau ("The Mother of Death")

affected my life. I think that you can tell from the

foregoing that it did.

PRACTICAL MANAGEMENT OF STROKE
Graham P. Mulley, MD: Oradell, NJ, Medical Eco-

nomics Co., 1986, pp. 167.

By FRANK J. ILARDI, MD

Doctor Mulley is the geriatric consultant at St.

James Univeristy Hospital in Leeds, England. As

is typical of European clinical medicine, and exem-

plified herein, the discussion of the diagnosis and

treatment of the stroke complex is empirical, thor-

ough and based primarily on clinical examination. As

such, the Practical Management of Stroke, is a refreshing

change from the stilted, abstruse medical literature

that abounds. This approach does not disparage tech-
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nology, but puts it in its place: secondary to the pri-

mary focus of the physician, his patient. The result

is a volume which is clear, informative, humane, per-

sonal and above all useful. The Practical Management

of Stroke is aimed primarily at the non-specialist or

medical student. I believe it could be read with profit

even by specialists.

The book is essentially an enlarged guidebook to

all the essential aspects of management of patients

with stroke. Its coverage of the topic is quite com-

prehensive and, philosophically, its holistic approach

is very palatable to this reviewer. Unfortunately, this

patient-oriented approach is not as common as it

should be in the American medical literature or in our

consulting rooms. This volume is a good example of

such an approach. The focus is on the patient as a

person who must interact with a disease, but is not

"a case of the disease," the unfortunate appellation

so often heard in clinical discussions. As an example
of how the author implements such a philosophical

viewpoint, I would mention his inclusion of an ex-

tremely and useful appendix of the names and ad-

dresses of agencies in America and the United King-

dom which publish educational materials for the stroke

patient and his family.

Typifying Doctor Mulley's book as a guidebook
is not meant to indicate any lack of detail or compre-

hensiveness. There is plenty of both. The difference

lies in the author's assumption that the reader knows
something about his subject matter. As an example,

in his discussion of the diagnostic significance of nor-

mal versus pathological reflexes, he does not digress

on the manner of eliciting reflexes or on the mecha-
nism of action of reflexes in general. He indicates what
has to be done and the meanings of deviations from
the norm. There is no lost effort or extra verbiage.

Such a style points the way for the reader, neither

babying nor confusing with excess peripheral detail.

Though such "details" may not only be useful, but

also vital, they are more detailed elsewhere. The end
result is a book which is easy to read. I think this is

a refreshing turn from the encyclopedic tomes some
authors feel compelled to write, and their readers to

suffer.

Finally, an important word about content. Doctor
Mulley's book is not a primary source of information

about the clinical syndrome of cerebrovacular acci-

dent; a phrase, incidentally, which he feels should be
abandoned. It was not meant to be. It is exactly what

it is titled, a realistic and practical approach to the

management of stroke. But it is also more. The clarity

of his style and his ability to distill large amounts of

practical and valuable information makes it indeed a

rare medical book. Only those who are totally familiar

with their subject can make otherwise complex ideas

simple. Doctor Mulley is one of those rare few.

Dr. llardi is a psychiatrist in private practice in Covington, LA.

BOOKS RECEIVED:

The JOURNAL seeks reviews of the following books. In-

terested physicians should contact Track
J. llardi, MD, Book

Review Editor, 5000 Highway 190, Suite D-3, Covington,

LA 70433.

CLINICAL ELECTROCARDIOGRAPHY: A
PRIMARY CARE APPROACH
Ken Grauer, MD, R. Whitney Curry, Jr., MD;
Oradell, NJ, Medical Economics Books, 1987, 544
pages.

OB/GYN EMERGENCIES: THE FIRST SIXTY
MINUTES
Roy Farrell, MD (ed); Rockville, MD, Aspen
Publishers, Inc., 1986, 340 pages.

ENDOCERVICAL CARCINOMA: A
CERVICOSCOPIC ATLAS
Minoru Ueki, MD; St. Louis, MO, Ishiyaku
Euroamerica, Inc., 1987, 90 pages.

THE CLINICAL GENETICS HANDBOOK
Ruth Berini (ed); Oradell, NJ, Medical Economics
Books, 1986, 385 pages.

COMMON SPORTS INJURIES IN
YOUNGSTERS
Richard Birrer, MD, David Brecher, MD; Oradell,

NJ, Medical Economics Books, 1986, 148 pages.

INTERPRETING CARDIAC DYSRHYTHMIAS
Marcus Wharton, MD, Nora Goldschlager, MD;
Oradell, NJ, Medical Economics Books, 1986, 241
pages.
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YOU CAN KEEP THEM
IN BALANCE-
YOUR FAMILY LIFE

AND YOUR
MEDICAL PRACTICE.
We'd like to help you spend more time with your family yet

receive professional satisfaction from your medical practice.

As a member of the Air Force health care team, you'll be able

to participate in our group practice concept which will free you
of most administrative duties.

Air Force benefits are also very attractive. You and your family

will enjoy 30 days of vacation with pay each year plus many
more Air Force advantages. Call

Southern Louisiana (504) 586-8317 Collect

Northern Louisiana (817) 640-6469 Collect

‘DO YOU KNOW A PSYCHIATRIC CENTER
WHERE MY CHILD CAN BE TREATED?”

Referring a family to a psychiatric hospital for their

child’s treatment can he a difficult decision for any

physician. At River Oaks, our staff understands the

special needs of both the patient and the family in

coping with mental illness, behavior problems, and

emotional disorders. River Oaks — a private,

126-bed facility, offers a broad range of programs for

the individual.

Evaluation

Children

Adolescents

Adults

Accredited School

0

For more

• Long Term Care

0 Appropriate Medication

0 Crisis Center

0 Expressive Arts

0 Outpatient Clinic

Substance Abuse Program

information on clinical services,

admission or referral, contact the Admissions

Department, call us collect at (504) 734-1740;

Crisis Center, call 733-CARE; Outpatient Clinic

733-5591.

I?
OAKS

RIVER OAKS PSYCHIATRIC CENTER
1525 River Oaks Road West John A. Stocks, M.D.
New Orleans, LA 70123 Medical Director

(504) 734-1740

THE NEW ORLEANS CENTER FOR PSYCHOTHERAPEUTIC MEDICINE

Gregory P. Roth William R. Sorum, M.D.

Managing Director Clinical Director

TO A Universal Health Services Facility
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Sancy H. McCool, LSMSA President

AUXILIARY REPORT—

1987 PRESIDENTIAL INSTALLATION
ADDRESS:

LOUISIANA LAGNIAPPE

SANCY H. McCOOL

One YEAR AGO I stood on a podium similar to this

one, being honored as your nominated, then

newly elected, president-elect. During this ensuing

year, I have traveled this state with Shirley Bertucci

and our national representatives, visiting your parish

auxiliaries, learning about your community endeav-

ors, and I have become more and more convinced of

the value of our organization and the deep commit-
ment you, our Auxiliary leaders, have made, not only

to support the many community health projects es-

tablished, but to help maintain the high ideals of the

medical profession. We are part of an organization of

physicians' spouses united by a common goal — to

improve the quality of health and life for all people.

Louisiana is having a birthday this year — the

175th anniversary of statehood. Cities across our state

are planning celebrations to mark the anniversary. In

the midst of what recently have been somber times

for Louisianians, we look forward to celebrating events

which enhance our pride and renew our optimism.

It was with this thought in mind that the theme, "Lou-
isiana Lagniappe" was conceived. The "adding a little

extra" is indigenous to our world famous gumbos as

well as our auxiliary endeavors to assist our physician

spouses wherever possible, and to promote health

programs which are beneficial to all.

We must establish priorities as our goals and

services continue to serve a variety of programs —
such as meeting community needs, seeing that sound

health-related legislation is passed, and raising funds

for medical students and schools. Thus we propose

to pursue four areas of concern simultaneously this

auxiliary year.

First must be our continuing effort to increase

membership at all three levels of our federated struc-

ture. Membership is vital to the life of an organization.

With 43 medical societies and only 16 established com-

ponent auxiliaries in our state, we realize the vast

opportunity in pursuing members-at-large and resi-

dent physician/medical student spouse potential

members. To that end we will have co-chairmen of

both, one from the northern part of our state, and

one from the southern part. This is not to divide our

state, but to cover it, as never before. Laverne Bodron

of Monroe and Christine Owen of Slidell will serve

as members-at-large co-chairmen, and Sue Kamm of

Shreveport and Joan Rigby of New Orleans (wife of

the chancellor of the LSU School of Medicine) have
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never before, physicians and the

practice of medicine are in the public eye.

As physician spouses, we must reflect

the true image of physicians as we know
them to be: concerned, informed, in-

volved citizens of the community, state

and nation.

agreed to serve as co-chairmen of the RP/MSS pro-

gram. We have also requested that one of our national

representatives this year be the AMAA RP/MSS chair-

man, and that she visit the medical schools within

our state, meeting with the spouses of these students,

and stressing the opportunities inherent in involve-

ment in our organization. These chairmen will work
with the district councilors and with Beverly Vida-

covitch, 1st vice president and membership chairman.

The second area of concern must be legislation,

and we feel most fortunate in having Helen Olivier,

who has so competently served in this capacity for so

many different years as our state legislative chairman.

It has become increasingly apparent that medical bat-

tles are being won and lost in the political arena, and
we must involve ourselves to the extent of being to-

tally informed on issues of health importance. And
in the election process we must continue to individ-

ually support those nominees who support legislation

favorable to medicine.

The Child Protection Program so effectively im-

plemented by the Lafayette Parish Medical Society

Auxiliary will be expanded into a statewide program,

and the chairman of that program, Terry Anseman,
who was the recipient of the National Safety Award
this year, will serve as our statewide chairman. We
will work in coalition with community organizations

such as the Junior League, Parenting Center, and Bat-

tered Childrens' Program, and we are excited at the

prospect of again being leaders in an area of vital

concern, as we were with the Organ Donor Program

a few years back.

And while we work in our communities in coa-

lition on the Child Protection Program, we will also

seek to aid our own, by having Ellouise Sneed serve

as chairman of the Spouse Support System estab-

lished to aid physicians and families of impaired phy-

sicians. She will be advised by LSMS staff member.

Dr. Eric Hoffman. The AMA has determined that one

in eight physicians will become impaired, and the

projection is 1,000 in Louisiana this decade. The area

we would address involves not only those physicians

and families involved in drug and alcohol abuse, but

in professional liability litigation, which is forcing

hundreds of our most competent physicians into early

retirement, and even resulting in suicide in some cases.

Our physicians are providing the finest medical care

today that the world has ever known, yet the envi-
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ronment in which medicine is practiced in the United

States today has never been as unstable, according to

the December 12th issue of AMA News. I have been

blessed with sharing my life with a physician who is

a shining example of the caring, concerned profes-

sional we know most of our physicians to be, and we
must seek to convey this to that vast world of citizens

so confused by the turmoil that exists.

And finally, we must increase our efforts to truly

make the Medical Society and Auxiliary a team. Part-

nership provides the power, and to quote a past LSMS
President, Dr. Eugene Worthen, “The Auxiliary is

organized medicine's first line of defense." I am con-

vinced that we can continue to grow in strength and
stature only if we accept our interdependence as es-

sential. We cannot succeed in isolation, and we can-

not sustain our interdependence without a base of

mutual respect. We feel most fortunate in having Dr.

Bill Vildibill serving as president this year, for Dr.

Vildibill recognizes the important role the Auxiliary

has in helping promote the ideals of the medical

profession, and he has pledged his support, and that

of his staff and organization, towards those ends.

The Chinese symbol for change invokes the char-

acters of crisis and opportunity. Organized medicine

is in the process of change, but while we confront the

crisis involved, we must not forget that without a

degree of change continually, we would stagnate, and
we must be optimistic enough to grasp the oppor-

tunities this change evokes.

In these challenging times, we must ever seek

new horizons. Our doctors are seeing tremendous
changes in the practice of medicine that cause stress

in their lives and ours. As never before, physicians

and the practice of medicine are in the public eye. As
physician spouses, we must reflect the true image of

physicians as we know them to be: concerned, in-

formed, involved citizens of the community, state and
nation.

As our state Auxiliary marks its 58th year, we
reflect upon our simple beginning in 1929, and our

evolvement into a most prestigious organization with

opportunities for growth and achievement among in-

dividual members, a united effort towards aiding

physician spouses wherever possible, and the contin-

ued improvement of community health. We look with
pride at our Auxiliary as it has grown to over 1,900

members statewide and at the outstanding record of

achievements in promoting awareness of health is-

sues vital to the well-being of all our citizens.

We have a wonderful heritage to build on this

Auxiliary year, and wherever you choose to place

emphasis, I urge you to “add the little extra" which
makes the difference between doing something well,

and making an impact that will last.

Let us join together, in the name of medicine, as

Auxilians or as spouses of physicians, to make this a

truly outstanding year dedicated to the betterment of

our lives and of those in our parishes, state, and na-

tion. Let's display “Louisiana lagniappe"!

Sana/ McCool (Mrs. E. Edward) is the newly-installed President of the

Louisiana State Medical Society Auxiliary.

JOURNAL VOL 139 NO 6 JUNE 25



You've

chosen
your

profession.

We can secure it.

Specialization makes the difference.

API Life secures your profession

with Life, Health and Disability In-

surance especially designed for

physicians, their practices and their

families. Call us TOLL-FREE, 1-800-

252-3628 for a brochure or benefit

comparison.
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didinium bromide

Please consult complete prescribing information, a summary of which
follows:

* Indications: Based on a review of this drug by the National Acad-
emy of Sciences—National Research Council and/or other informa-
tion, FDA has classified the indications as follows:

“Possibly” effective: as adjunctive therapy in the treatment of peptic

ulcer ana in the treatment of the irritable bowel syndrome (irritable

colon, spastic colon, mucous colitis) and acute enterocolitis.

Final classification of the less-than-effective indications requires fur-

ther investigation.

Contraindications: Glaucoma; prostatic hypertrophy, benign bladder
neck obstruction; hypersensitivity to chlordiazepoxide HCI and/or
clidinium Br.

Warnings: Caution patients about possible combined effects with alco-

hol and other CNS depressants, and against hazardous occupations
requiring complete mental alertness (e.g., operating machinery, driving).

Physical and psychological dependence rarely reported on recommended
doses, but use caution in administering Librium® (chlordiazepoxide HCI/
Roche) to known addiction-prone individuals or those who might
increase dosage; withdrawal symptoms (including convulsions) reported

following discontinuation of tne drug.

Usage in Pregnancy: Use of minor tranauilizers during first

trimester should almost always be avoided because of increased

risk of congenital malformations as suggested in several studies.

Consider possibility of pregnancy when instituting therapy.

Advise patients to discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Precautions: In elderly and debilitated, limit dosage to smallest effective

amount to preclude ataxia, oversedation, confusion (no more than

2 capsules/day initially; increase gradually as needed and tolerated).

Though generally not recommended, if combination therapy with other

psychotropics seems indicated, carefully consider pharmacology of

agents, particularly potentiating drugs such as MAO inhibitors, pheno-
thiazines. Observe usual precautions in presence of impaired renal or

hepatic function. Paradoxical reactions reported in psychiatric patients.

Employ usual precautions in treating anxiety states with evidence of

impending depression; suicidal tendencies may be present and protective

measures necessary. Variable effects on blood coagulation reported very

rarely in patients receiving the drug and oral anticoagulants; causal rela-

tionship not established.

Adverse Reactions: No side effects or manifestations not seen with

either compound alone reported with Librax. When chlordiazepoxide HCI
is used alone, drowsiness, ataxia, confusion may occur, especially

in elderly and debilitated; avoidable in most cases by proper dosage
adjustment, but also occasionally observed at lower dosage ranges. Syn-

cope reported in a few instances. Also encountered: isolated instances of

skin eruptions, edema, minor menstrual irregularities, nausea and con-

stipation, extrapyramidal symptoms, increased and decreased libido

—

all infrequent, generally controlled with dosage reduction; changes in

EEC patterns may appear during and after treatment; blood dyscrasias

(including agranulocytosis), jaundice, hepatic dysfunction reported

occasionally with chlordiazepoxide HCI, making periodic blood counts

and liver function tests advisable during protracted therapy. Adverse
effects reported with Librax typical of anticholinergic agents, i.e., dry-

ness of mouth, blurring of vision, urinary hesitancy, constipation. Con-
stipation has occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.
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he 1987 House of Delegates

convened at the 107th Annual Meeting

of the Louisiana State Medical Society on March 1 3-1

5

at the Clarion Hotel in New Orleans, Louisiana.
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AMA Trustee Jerald

Schenken, MD, (right) is

welcomed by Speaker of the

House Daniel Johnson Jr.,

MD, at the Delegates Lun-

cheon. In addressing the ma-

jor issues facing medicine,
James Vildibill Jr., MD,
told delegates that

physicians can no
longer survive by simp-

ly practicing the art

and science of med-

icine and that they

must develop policies

that effectively address

public concerns.

At the Socio-

ggj economic
Session,

James

Storer, MD,
Medical

Director of

Charity

Hospital

(NO), spoke

on the

problems of

the Charity

Hospital

System.
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107th ANNUAL MEETING

festivities were (left to

right) Adolph Flores Jr.,

MD, Elmo LaBorde, MD,
Gordon Peek, MD, and

j

Charles Miller, MD. Retir-

ing from the AMA delega-

tion, Drs. Peek and Miller

were honored with a

resolution of commenda-
tion expressing gratitute

Clarence Webb,
Award for Cor

Cappel Jr., MD,

)N HOTEL

Keynote

speaker at the

third annual
conference on
impairment
was Charles
Whitfield, MD.

Clarence Webb, MD, (left) received the A.H. Robbins
Award for Community Service from President Jack

Cappel Jr., MD, at the Membership Luncheon.

Conway Magee, MD, (left)

was applauded as a most
distinguished authority on
parliamentary procedure

by Speaker Daniel Johnson

Jr., MD, and the House.

-,W< M
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A S PRESIDENT OF the Louisiana State

Medical Society, it is indeed a

privilege for me to address this House
of Delegates.

Several significant events that per-

tain to medicine, both locally and na-

tionally, have taken place these past 1

2

months. Events that may well change

the way we practice medicine, events

that by and large have derived from

forces outside of medicine, events that

are distasteful, yes, even abusive to

physicians.

ADDRESS OF THE

PRESIDENT
//
Government

continues to be

obsessed with

fiscal miserliness

and ignores the

essential element ofgood health care:

quality.

JACK T. CARPEL JR., MD

Professional

liability still is

the number
one concern of

most of our

members. Con-

siderable time,

effort and

money were
expended by

the Society this

past year in

defense of a

lawsuit that

challenged the

constitution-

ality of the

$500,000 cap

as provided by

the Medical

Malpractice Act

// of 1975. This

case, known as

the Prince

Williams case,

is now in the

hands of the

presiding judge and we are awaiting

his decision. At this point, I want to

thank each of you who responded to

my request for a voluntary contribution

to help replenish the depleted defense

fund set up to defend Act 81 7. To date,

the LSMS has received over $60,000

from more than 800 members. This is

truly a tremendous response to a very

important subject. But all of our

membership needs to respond. What
happens in this case will affect every

physician. So I urge you when you

return home to challenge each of your

colleagues to respond to this need. We
are in this together.

Medicare still poses a dilemma for

Louisiana doctors in several ways. First

there is the situation of "participating"

versus "non-participating" physicians:

those who accept 100% assignments

versus those who may choose to ac-

cept assignment on a case by case

basis. There is now a distinct difference

between these two groups, with the

participating physician being more and

more favored by the government.

Second, there was the proposal to

include all physicians' hospital

Medicare charges with the hospital

DRG. Such a hue and cry arose that

now only hospital-based physicians are

being considered for such abusive ac-

tion. This situation is still intolerable

and the battle in Congress must con-

tinue for it is unacceptable for any

physician to be singled out for such

ridiculous service reimbursement.

Third, a new Peer Review
Organization contract was awarded by

the Health Care Financing Administra-

tion to review Medicare admissions to

Louisiana hospitals. Its main objective

is to reduce hospital admissions and

thus reduce cost-a bureaucratic design

with a plethora of rules and regulations

and a penury of common sense and

good judgment. Government con-

tinues to be obsessed with fiscal

miserliness and ignores the essential

element of good health care: quality.

Alternate health care systems are

still with us. However, the proliferation

of these systems seems to have reach-

ed high tide and the marketplace will

now determine the survivors. Hopeful-

ly the information disseminated by the

LSMS Task Force for Management of

Health Care Delivery was helpful to

the members of the Society on how to

respond to various proposals and more

is coming in the area of public

education.

From personal observation this

past year I feel confident that our Socie-

ty is healthy with 4,700 active

members. Our Medical Student Sec-

tion has been outstanding and this year
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we will consider the establishment of

a Young Physicians Section.

I could not have asked for a more

diligent Executive Committee and

Board of Councilors-to all of them I

owe much thanks. The professional

staff of both LSMS Headquarters and

Office of Governmental Affairs have

been outstanding, not only in their help

to me but also in their service to the

entire membership.

(

CONCLUDE MY PRESIDENCY with three

recommendations which most of

already embrace:

Become involved politically.

Most of the changes that we face

emanate from the political process.

Only by becoming involved do we
have any chance to prevent further

changes that affect the time-honored

doctor-patient relationship. Join

LAMPAC.
Support the AMA.

It may not be the perfect organization,

but it does represent more physicians

than any other group. Medicine needs

a voice at the national level and I feel

the AMA does have the attention and

respect of leaders who are in important

decision-making positions. We have an

excellent AMA delegation that will

speak well for you.

' Continue your education both

scientifically and in socioeconomics.

Keep abreast of what is happening not

only in your specialty, but also of the

changes that are being proposed con-

cerning how you may have to practice.

Without knowledge, we become in-

timidated by our adversaries and those

who would control us. We must equip

ourselves to fight the battles of the

mind. Our patients and the public

perceive us as physicians by what they

read and hear; often our image suffers

because we cannot communicate in-

dividually with them on important

issues.

This has been a trying year of change

for all of us. Yet for me it has been one

of the greatest years of my life. The op-

portunity to know you and our profes-

sion at this level of leadership has been

fun, gratifying, enlightening, challeng-

ing and very rewarding.

I have learned much. I think the

greatest benefit to me personally is

what it has stirred in my memory. I

have met old classmates--you will par-

don the reference to old--l've not seen

in years. We've talked of professors

long passed from the scene. We've

remembered the comical situations

that are a part of every med school

class, those brief interludes that helped

release the tensions of the first years of

training. But the grandest memory, the

one I want to leave with you is-/

remembered why I am a doctor.

I suppose one rarely forgets. Yet

with the pressures of which I have

spoken, the passing of time, the

demands of family and community, it

can easily get buried deep in our

memories. But, if we are to rise to the

challenge of these changing times,

nothing is so important as remember-

ing why we started in the first place.

For some it might seem to have

been the promise of material gain, but

I doubt it. To others it might have ap-

peared to be family pressure, but I real-

ly doubt that. When all the reasons are

tallied, one will surface as it did for me.

It surfaces in the thrill we felt when we
finally made it, finally were called doc-

tors. When we heard the Hippocratic

oath, not from a textbook or saw it on

the wall at school, but when we as

"doctors" heard it, read it or said it.

They are only words, but they are

important words-words that still stir

me after all these years. Phrases such

as "with purity and with holiness I will

pass my life and practice my art." Or
this one: "Into whatever houses I enter

I will go into them for the benefit of the

sick." Powerful words.

I feel today that if we are to survive

as free, independent purveyors of our

art, it will rest as much on the integrity

of our profession as upon all other

methods.

The quality of who we are-and

what we are-has never been more im-

portant than today. It will not only

carry us through difficult times in the

public arena, but will sustain us

through great personal difficulties. The

memory of why we came here in the

first place pulled many a physician

from the brink of self-destruction as

well as professional confusion.

Today, I remember a story told

long ago by another doctor. He was a

small boy in a rural setting in the early

1 900s. His brother became ill. As the

family tried all of the home remedies,

he worsened. This young lad had gone

into the sickroom unnoticed. He saw

the look of worry and concern on his

parents' faces. Finally someone went

to town for the doctor. When the doc-

tor arrived he took charge. He gave

tasks to each family member. As they

scurried about, no one noticed the

small lad in the corner of the room.

Working through the night, the doctor

was still there in the morning to an-

nounce to the family: "He will be

fine." He saw the relief on their faces,

the joy of the family, then the respect

and love they felt for him. Years later,

he said of that night, "1 knew then that

I would be a doctor, that I could be

nothing else; nor would I ever want to

be anything else."

You have afforded me the privilege

of knowing again why I am a doctor-

a fact of which I am immensely proud.

I am glad to be a part of our profession

and there is no grander group in the

world. It will be enough when my life

is over for it to be said, "He was a doc-

tor." I've worn that title with pride and

I hope that today you too will recap-

ture the joy of that "beginning mo-

ment." In these turbulent and chang-

ing times, I feel nothing matters more

than our pride and integrity in-and our

commitment to -being doctors.

Thank you for the privilege of ser-

ving you-and remembering. H
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The LSMS honors its 50-year doctors

Pictured above Not pictured

Seated (left to right)

Donald B. Williams, MD,
Lafayette; Lailor A. Morrough,

MD, B reaux Bridge; Clifford L.

Keller, MD, Church Point; John W.
Williams Jr., MD, Church Point;

Alfred Y.K. Hew, MD, New
Orleans.

Standing (left to right)

Marshall L. Michel Jr., MD,
Metairie; Lee J. Sonnier, MD,
Lafayette; Samuel L. Gill, MD,
Shreveport; Daniel J. Fourrier,

MD, Baton Rouge; Moss M.
Bannerman, MD, Baton Rouge

Charles E. Anderson Jr., MD, Shreveport; Rafael Tomas Armstrong,

MD, Monroe; Richard C. Boyer, MD, Baton Rouge; Wallace H.

Brown, MD, Shreveport; Irvin Cahen, MD, New Orleans; Guillermo

M. Carrera, MD, New Orleans; Dominic C. Condie, MD, New
Orleans; Furman L. Foster, MD, Minden; Gerald L. Gaudin, MD,
Gonzales; Thomas A. Glass Jr., MD, Shreveport; Nathan Goldstein,

MD, Shreveport; Frank R. Gomila Jr., MD, New Orleans; Adrian Z.

Johnson, MD, Metairie; Wendell H. Kisner, MD, Baton Rouge; Henry

Leidenheimer Jr., MD, Metairie; George R. Meneely, MD, Shreveport;

Leslie K. Mundt, MD, New Orleans; Herman C. Quantz, MD,
Alexandria; Robert R. Rabalais, MD, Baton Rouge; Melvin A.

Schudmak, MD, Baton Rouge; Richard T. Stephenson, MD, Baton

Rouge; William H. Sternberg, MD, New Orleans; Theodore L.

Tannehill, MD, Tullos; Walter C. Tuman, MD, New Orleans
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FATAL PERINATAL HEPATITIS:
A CASE REPORT AND SUMMARY OF
CURRENT RECOMMENDATIONS



Considerable morbidity and mortality are

associated with perinatal transmission of

hepatitis B. Current technology allows for

screening of epidemiologically high-risk

pregnancies. In the event of the discovery of

hepatitis in a pregnant woman,
immunoprophylaxis given to the infant at the time

of birth can greatly reduce morbidity and mortality

associated with hepatitis B. A case of fatal

perinatal hepatitis is presented. Current

recommendations concerning screening and
neonatal immunoprophylaxis are also provided.

A two-month-old black female infant was trans-

ferred from a mid-Louisiana hospital for evalu-

ation and treatment of an acute illness with symptoms
consisting of jaundice, fever, diarrhea and vomiting.

The symptoms had been present for approximately a

week and failed to resolve despite dietary changes

and administration of Donnagel P.G.

The review of symptoms was positive for dark

urine and brown, yellow stools that had not changed
in color.

The family history noted the father to be 23 years

old and healthy. The mother was 22 years old, healthy,

and employed in a state psychiatric hospital. The
pregnancy had been uncomplicated and the prenatal

care delivered by a local obstetrician.

The delivery and neonatal course had been un-

complicated except for mild indirect hyperbilirubi-

nemia, which had completely resolved prior to dis-

charge from the nursery on the third day of life. After

discharge from the nursery, the infant was well until

development of the present illness.

Upon presentation the infant was noted to be

afebrile, irritable, and icteric. Her liver edge was pal-

pable 3 cm below the right costal margin and hard in

consistency.

Laboratory examinations: White blood count 6100

with a differential cell count of 27 polymorphonuclear
leukocytes, 2 bands, 65 lymphocytes, 5 monocytes, 1

basophil, hemoglobin 9.0 gm/dl, hematocrit 26.6%,

prothrombin time 23.9 sec (control 10.9), activated

partial thromboplastin time 54.4 sec (control 33.7 sec),

electrolytes-normal, glucose 95 mg/dl, SGOT 888 g/l

(nl 0.5-40 fx/1), LDH 567 p/l (nl 0.20-260 g/1), SGPT 504

(Jl/1 (nl 5-55 (x/1), alkaline phosphatase 1386 g/1 (nl .25-

150 (jl/1), total bilirubin 28.5 mg/dl (nl 0.2-1. 2 mg/dl),

direct bilirubin 21.2 (nl 0.0-0. 3 mg/dl). Urine was 3 +

positive for bile, otherwise normal. An HIDA scan

noted no hepatic uptake of isotope at 2, 8, and 24

hours. Hepatitis panel was positive for HBsAg,
HBcAb, HAVab, HBeAg. A hepatitis panel on the

mother revealed positive HbsAg, HBcAb, HAVab,
HBeAb. A hepatitis panel on the father was negative.

The diagnosis was made of fulminant hepatitis

secondary to hepatitis B most likely acquired at the

time of birth from exposure to maternal blood. The

patient was transferred back to her local pediatrician.

Shortly thereafter the patient deteriorated rapidly into

hepatic failure and died.

The above case report demonstrates a fatal but

preventable complication of perinatal hepatitis B. Pre-

vention of morbidity and mortality associated with

perinatal hepatitis B depends upon effective prenatal

screening techniques, identification of “at risk" preg-

nancies and subsequent implementation of active and
passive hepatitis B immunizations beginning within

the first 12 hours following delivery.

It has been well established that hepatitis B may
be transmitted from a mother to an infant at or around

the time of delivery. 1 - 2 Indeed, some investigators

estimate that perinatally-transmitted hepatitis B may
account for up to 40% of the world's chronic hepatitis

B carriers. 3

The exact mode of transmission has not been well

established, but it is thought that the virus is trans-

mitted from the mother to the infant as the infant

passes through the birth canal, during which time a

small amount of maternal-fetal bleeding may take

place. 4
It is estimated that only 10% of hepatitis is

transmitted in utero.

Perinatally-acquired hepatitis B may result in a

variety of clinical syndromes in the infant. These in-

clude: fulminant hepatic necrosis and death (1%),

transient acute hepatitis B, chronic active hepatitis,

and development of a chronic carrier state in which

HBsAg persists. The chronic carrier state represents

the overwhelming majority of cases with an estimated

frequency of 90%. 5 This situation is known to predis-

pose to the development of hepatocellular carcinoma.

In fact, it has been estimated that approximately 25%
of the chronic carriers eventually die of hepatocellular

carcinoma. 6

At particular risk are those infants born to moth-

ers who are HBeAg positive in addition to being pos-

itive for HBsAg. The absence of HBeAg, however,

does not preclude perinatal transmission of hepatitis
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B. Deaths due to hepatitis B have been reported in

infants whose mothers were HBsAg positive while

being HBeAg negative. 5

Detection of at-risk pregnancies may be facilitated

by utilizing the guidelines for screening as set forth

by the Committee on Infectious Diseases, American
Academy of Pediatrics. 7 According to these recom-

mendations, the following mothers are considered at

risk and should be screened for hepatitis B as a part

of prenatal care: 1) women of Asian, Pacific Islander

(Polynesian, Micronesian, Melanesian) or Alaskan Es-

kimo descent; 2) women born in Haiti or sub-Saharan

Africa; and 3) women who have (a) a history of acute

or chronic liver disease, (b) worked or been treated

in a hemodialysis unit, (c) household or sexual contact

with a hemodialysis patient, (d) occupational or res-

idential exposure in an institution for the mentally

retarded; (e) been rejected as a blood donor, (f) re-

ceived blood transfusions on multiple occasions, e.g.,

for thalassemia, (g) frequent occupational exposure

to blood in medicodental settings, (h) household con-

tact with an HBV carrier, (i) multiple episodes of ve-

nereal disease and (j) percutaneous use of illicit drugs.

In the event that screening reveals HBsAg posi-

tivity, the following should be implemented upon de-

livery of the infant: 7

1. At birth, administer hepatitis B immune globulin

0.5 ml IM and hepatitis B vaccine 10 pg (0.5 ml).

2. At 1 month and 6 months after the first dose, ad-

minister 10 pg of hepatitis B vaccine.

3. At 9 months of age or later, test the infant for

HBsAg, HBsAb.

The presence of HBsAb confirms successful im-

munization. Its absence dictates the need for admin-

istration of another dose of hepatitis B vaccine. If

HBsAg is found, the infant has been infected, and no
other vaccine is indicated.

The above regimen is effective in 94.3% of cases

and has been shown to be safe. 7 In light of this and
other case reports, it should be followed routinely and
in conjunction with prenatal screening for high risk

pregnancies. This approach will help diminish mor-

bidity and mortality associated with perinatal hepa-

titis B.

Having presented standard recommendations, we
wish to raise the question of the “cost-benefit ratios"

of screening all pregnancies for hepatitis B. Clearly

this would be quite an undertaking and would involve

substantial cumulative expenses.

For comparison, however, it is interesting to

speculate upon the cumulative cost incurred in the

brief lifetime of one child dying from acute fulminant

hepatitis or the cost of a liver transplant necessary to

prolong that life. Additionally, consider the same car-

rier mother giving birth to one additional child who
develops a chronic carrier state and eventually suc-

cumbs to hepatocellular carcinoma after numerous
hospitalizations and intensive medical and surgical

therapy.

Certainly, at the very least, we would advocate

the screening of pregnancies that fall into high risk

groups. Alternatively, we would wonder whether the

wisdom that in the past taught us to screen all preg-

nancies for syphilis, another preventable perinatal

disease, should guide us now in regard to hepatitis.

Obviously, more data concerning costs and specific

analysis of these data will be essential in determining

the ultimate procedure to be followed. At present, it

is helpful in defining one's perspective to remember
that perinatal hepatitis B is at best a source of lifelong

morbidity, and at worst, a fatal disease in infancy but

one which is preventable if its presence is recognized

at a very early stage.

REFERENCES
1. Schweitzer IL, Dunn AL, Peters RL, et al: Viral hepatitis B in neonates

and infants. Am J Med 1973;55:762-771.

2. Stevens CE, Beskey RP, Tsin JJ, et al: Vertical transmission of hepatitis B

antigen in Taiwan. N Engl J Med 1975;292:771-774.

3. Chin ): Prevention of chronic hepatitis B virus infection from mothers to

infants in the United States. Pediatrics 1983;71:289-292.

4. Lee AKY, Ip HMH, Wong VCW: Mechanisms of maternal-fetal trans-

mission of hepatitis B virus. / Infect Dis 1978;138:668-671.

5. Committee on Infectious Disease, American Academy of Pediatrics. Pre-

vention of hepatitis B virus infections. Pediatrics 1985;75:362-364.

6. Delaplane D, Togev R, Crassi F, et al: Fatal hepatitis B in early infancy:

the importance of identifying HBsAg-positive pregnant women and pro-

viding immunoprophylaxis to their newborns. Pediatrics 1983;72:176-180.

7. Blomberg BS, Condon TW: Hepatitis B virus and the prevention of pri-

mary hepatocellular carcinoma. N Engl / Med 1981;304:782-784.

Dr. Pearce is with the Division of Pediatric Cardiology at Duke

University Medical Center in Durham, N.C.

Drs. LaGarde and Goldsmith are with the Department of Pediatrics at

Ochsner Clinic and Alton Ochsner Medical Foundation in Neiv

Orleans, LA.

Requests for reprints should be sent to Dr. LaGarde, 1514 Jefferson

Highway, New Orleans, LA 70121.

44 JOURNAL VOL 139 NO 6 JUNE



Copies of articles from this

publication are now available from

the UMI Article Clearinghouse.

For more information about the

Clearinghouse, please fill out and mail back
the coupon below.

Yes! I would like to know more about UMI Article Clearinghouse.

I am interested in electronic ordering through the following system(s):

DIALOG/Dialorder ITT Dialcom

OnTyme OCLC ILL Subsystem

Other (please specify)

I am interested in sending my order by mail.

Please send me your current catalog and user instructions for the

system(s) I checked above.

Name

Title

Institution/Company

Department

Address

City State Zip

Phone ( )

Mail to: University Microfilms International

300 North Zeeb Road, Box 91 Ann Arbor, MI 48106

in the

JOURNAL
Taking the pain out of

cystoscopy:

A comparison of rigid with

flexible instruments

Illjp

/
. :WfM.

recurrent herpes labialis

tAST HIGH St

ri

“HERPECIN-L is my treatment of choice for

perioral herpes.” GP, NY

“HERPECIN-L appears to actually prevent the

blisters . . . used soon enough.” DDS, MN

xV

-

'

'

“HERPECIN-L*. . . a conservative approach
with low risk/high benefits.” MD, FL

“Used at prodromal symptoms . . . blisters

never formed . . . remarkable.” DH, MA
“(In clinical trials) . . . response was dramatic.

HERPECIN-L . .proven far superior.” DDS, PA

“Ail patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
averted the attacks.’

it MD, AK
m
S:

• -• ••

HeRPecin-i

OTC. See P.D.R. for information. For samples to make
your own ciinical evaluation, write: Campbell Laboratories,

® Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

^ 10150

In Louisiana HERPECIN-L is available at all Eckerd,

K <& B and Walgreens and other select pharmacies.



Physicians Recognition Award

Thirty-three physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] dur-

ing March, 1 987. This award is presented by the American Medical Association to physicians who have volun-

tarily completed 150 hours of continuing medical education during a consecutive three-year time period. Of

these 150 hours, at least 60 must be in AMA/PRA Category 1. These thirty-three individuals and the cities in

which they reside are presented below.

Baton Rouge Marrero
Donnie Batie, M.D.* Harris Marshall Blackman, M.D.

James Michael Fenn, M.D.*

Charles Gruenwald Jr., M.D.* Monroe
Terry Randall Jones, M.D.* Sol 1. Courtman, M.D.*

Bogalusa New Iberia

Frank True Tran, M.D. Roy Louis Landry, M.D.*

De Ridder

Flynn Anthony Taylor, M.D.* New Orleans

Ferriday

Harry L. Colcolough, M.D.*

George Allan Farber, M.D.
Maurice Jean Gremillion, M.D.* Frank P. Incaprera, M.D.*

Fort Polk

Herbert Edward Kaufman, M.D.*

Lamar K. Malin, M.D.
Wilbert C. Jenkins, M.D. Charles C. Matthews, M.D.*

Gonzales

Richard Young McConnell, M.D.*

Ralph J. McDonough, M.D.*
Steven Nathan Abramson, M.D.* David Mark Metzner, M.D.*

Steven David Yellin, M.D.*
Jennings

Harlie Bearden, M.D.*

Lafayette

Shreveport

Wallace Harold Brown, M.D.*

Howard Beauchamp Burch, M.D.* Warren Donovan Grafton, M.D.*

Louis G.B. Mes, M.D.* Charles Henry Nash, M.D.*

Mandeville Welsh

Gerald Christian Keller, M.D.* Elio Anglarill, M.D.*

Marksville

Filmore P. Bordelon Jr., M.D.* West Monroe

Lovell John Mayeux Jr., M.D.* E. Benson Scott, M.D.*

* These individuals are members of the Louisiana State Medical Society
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VIEWS OF LOUISIANA PHARMACISTS
ON ADVERTISEMENT OF
PRESCRIPTION DRUGS

VURUK IYRIBOZ, MD, MPH

A randomly selected sample representing

community pharmacies in Louisiana was
intereviewed for views on advertisement of

prescription drugs (APD). The majority of the

pharmacists (62.5%) disagreed with APD. Those
who disagreed with APD perceived it as unethical

and unprofessional and believed that it will

eventually promote unnecessary drug usage. Those
who were neutral toward APD (31%) thought that

it will neither affect the consumers nor the

physicians. Those who agreed with APD thought

that it is a tactic for competition and gives the

consumer a choice. The findings of the study are

compared with other studies and effectiveness of

clear policies by the pharmacists is underlined.

Direct to consumer advertisement of prescription

drugs (APD) has been one of the most contro-

versial issues in the U.S. health care system. Although

several court rulings have cleared the way for APD,
a study of the Title 21 on food and drugs shows that

there are severe limitations to APD. 1 ' 2 The title insists

on a fair balance between information relating to side

effects and information on effectiveness. Firstly, this

“fair balance" does not seem to be a clear statement

as to who will determine and monitor it. Secondly, it

does not seem to be attainable in the context of pres-

ent 30 or 60 spot ads on the electronic media. 3 As a

matter of fact this “fair balance" has been questioned

even in the advertisements directed to the medical

profession. 4

To date, there is not much sound scientific re-

search on pros and cons of APD except a few non-

representative and contradictory surveys. 5'8 There-

fore, FDA is put on the spot to make decisions. 9 Ac-

cording to an inconclusive study undertaken by the

FDA, benefit information is recalled by consumers

more often than risk information. 10

Lack of scientific evidence on advantages or dis-

advantages of APD has finally led FDA to announce
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a moratorium on APD in order to allow time both for

a dialogue between the concerned parties and re-

search that will provide data on a number of funda-

mental questions.

One of the most important factors which can play

very influential roles in dialogues between the con-

cerned parties of APD are studies representing the

views of parties.

This study attempts to reflect the views of Lou-

isiana pharmacists on APD by means of a survey-

interview of a representative sample.

METHODOLOGY
A total of 50% of the community pharmacists (N =

39) in the Baton Rough (Capital of LA) Metropolitan

area were randomly sampled from the lists obtained

from the State Board of Pharmacy. In each pharmacy,

the pharmacist in-charge was interviewed. The inter-

view questionnaire consisted of six items pertaining

to the following topics and responses to each item

contained both multiple choice and open ended al-

ternatives:

1. General information (item 1-3): type of pharmacy
(independent or chain), employment status (owner/

partner or staff) and years in practice.

2. Number of prescriptions (new/refill) dispensed an-

nually (item 4).

3. Opinion on advertisement of prescription drugs

(item 5): the respondents were asked to respond

on a Likert-type of scale varying from 1 to 5; strongly

disagree (1), slightly disagree (2), neutral (3),

slightly agree (4) and strongly agree (5).

4. The main reason for supporting the opinion on
APD (item 6, open-ended question).

FINDINGS AND COMMENT
Seven pharmacists (18%) did not want to participate

in the survey. The final interviewed sample (N = 32)

represented 41% and 4% of all community pharmacies

in the Baton Rouge Metropolitan area and the state

respectively.

A total of 59% of the pharmacies were inde-

pendent and 68% were owned by the pharmacist in-

charge, whereas ownership declined to 8% in chain

pharmacies (p < 0.01). These sample characteristics

did not significantly differ from the state-wide pop-

ulation. The typical respondent had practiced for about

10 years (median, mean = 15) and dispensed ap-

proximately 28,000 prescriptions annually.

Table 1 summarizes the opinions of pharmacists

on APD as well as their main supporting reasons. Of
the respondents who strongly disagreed with APD
(N = 17, 53% of total), 76% (N = 13) perceived it as

very unprofessional and unethical. The remaining 24%
(N = 4) believed that APD will increase the demand
for drugs by promoting unnecessary usage and will

be very misleading in prices. This view was also shared

by a respondent who was neutral toward APD. Three

pharmacists (9%) who slightly disagreed with APD
shared the views of those who strongly disagreed.

Seven (70%) of 10 pharmacists (N = 10, 31% of total)

who were neutral toward APD stated that it will nei-

ther affect the consumers nor the physicians. One
pharmacist (3%) who slightly agreed with APD
thought that it gave the consumer a choice. The only

pharmacist (3%) who strongly agreed with APD per-

ceived it as a good tactic for competition.

There were no correlations observed between the

characteristics of pharmacists and their response.

Summing up, the respondents who strongly dis-

agreed with APD with those who slightly disagreed,

comprised 62.5% of the sample. This distribution as

well as the main reasons for supporting disagreement

are in close concordance with the results of a national

survey of the pharmacists. Interestingly, in spite of

these findings according to Dr. R. Penna, Director of

Professional Affairs for the American Pharmaceutical

Association, the Association has no policy with regard

to APD. Dr. Penna and others have also clearly stated

hat, actually very effective, successful and wide-

spread program of promotion is already in existence

via electronic media. 3 On the other hand, the Amer-

ican Medical Association (AMA) campaigning against

over-prescriptions and drug abuse have clearly stated

its policy against APD. 11 - 12 This stand taken by the

AMA is supported by many scientific studies. 13 ' 20

FDA's first efforts in finding out the different

views on APD showed that the majority of concerned

parties with the exception of pharmaceutical com-

panies did not approve of APD. 3, 22 Consumers and

the majority of health professionals are rather reluc-

tant to clear the way for APD since it has been abused

elsewhere and it can have some serious adverse ef-

fects in this society where an overt consciousness for

health, mental disorders and drug abuse is already

significantly prevailing. 23 ' 26

In conclusion, the majority of pharmacists in Lou-
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TABLE 1

VIEWS OF PHARMACISTS ON ADVERTISEMENT OF PRESCRIPTION DRUGS. (N = 32)

SD SiD N SiA SA Total %

Unprofessional & unethical 13 1 — — — 14 44

Will increase demand & promote usage of drugs & mislead the

prices 4 2 1
— — 7 22

Will not affect consumers & physicians — — 7 — — 7 22

Good tactic for competition — —
1

—
1 2 6

Gives the consumer a choice — — —
1

—
1 3

No Response — —
1

— — 1 3

Total 17 3 10 1 1 32 100

Percent 53 9 31 3 3 100

SD = strongly disagree; SiD = Slightly disagree; N = Neutral; SiA = slightly agree; SA = strongly agree

isiana are against APD sharing the same reasons sup-

porting their views with others in the nation. What
remains to be seen is that will the professional as-

sociations of pharmacists take a clear stand like AMA?
A clear stand, whether it is negative or positive will

not only serve the purpose of the ongoing moratorium
on APD but will also enhance the formation of clear

policies by other groups, especially consumers.
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ELECTRONIC CLAIMS SUBMISSIONS:
REVIEW OF METHODS AND SERVICES

AVAILABLE IN LOUISIANA

STEVEN J. OREENSTEIN, BME

When ONE is called upon to speak or write about

a subject for a wide audience, it is always ad-

visable to assume that the audience knows little or

nothing about the subject matter and that the first

half of the discussion should be a definition of the

topic and an explanation of the terms that will be used
in the article. Learning from past experience that it is

better not to “buck the standard," I shall begin with

an explanation of Electronic Media Claims (EMC).

First, the concept of EMC is not new but rather

an underdeveloped form of claim submission. EMC
has been around for as long as 10 years in certain

areas. Basically, EMC is a method of filing medical

claims electronically thereby reducing the labor re-

quired to process (keypunch) the physical document.

To make life simple, we shall use a few terms:

provider, someone who performs services covered by
medical insurance, beneficiary, someone who is re-

ceiving medical care or services, and carrier, an in-

surance company receiving insurance claims.

In the beginning, the problem associated with the

implementation of EMC was more ethical than tech-

nical. Normally, when a provider or beneficiary files

a health insurance claim, there is a physical copy of

the document along with signatures. When a claim

is filed electronically, no such document exists. There-

fore, the insurance carrier has to trust that the pro-

vider's claims filed are authentic and not fraudulent.

The biggest overall problem associated with elec-

tronic claims is that in many cases, the provider does

not maintain the information necessary to file elec-

tronically. Without complete and accurate informa-

tion, electronic processing of claims becomes impos-

sible for any carrier. The computer processing the

electronic claim cannot exercise the same discretion

as a person. If the information received by the com-

puter is incomplete or inaccurate, the claim is sus-

pended and must be handled by a person. The entire

concept of EMC is to avoid human intervention.

EMC comprises the following methods of trans-

mission.

1. Direct Terminal Communication

2. Magnetic Tape

3. Floppy Disk

4. Telecommunications

There are different methods for many reasons. The

discussion of each system is as follows.
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In recent months, the Louisiana State Medical Society

Committee on Insurance and Member Benefits has

been investigating several programs that facilitate

electronic claims submission to insurance companies.

In reviewing various programs, it became apparent

that many LSMS members require a brief introduction

to this emerging form of claims submission. The So-

ciety's Executive Committee requested the Committee

on Insurance and Member Benefits to select an in-

dividual with expertise in this area to prepare a general

article for the journal on the availability of these

services from various companies in Louisiana.

In our research, the Committee has worked closely

with and benefitted greatly from the guidance of Ste-

ven J. Greenstein, B.M.E. We requested that he pre-

pare the accompanying article.

Mr. Greenstein is president of Medical Systems

Plus, Inc. of Kenner, a company that sells medical

systems, provides outside billing services and submits

claims electronically for providers. A graduate of Tu-

lane University, he has worked extensively in both

the computer engineering and medical communities.

He has worked for Digital Computer Controls, Sys-

tems Associates, the U.S. Navy (Naval Reserves), the

U.S. Agency for International Development, and the

Sperry Corporation. He has designed customized com-

puter systems for Scientific Management Associates

(the procurement center for the Australian Navy),

Galaxo, Inc., and Perkins Cancer Center of Baton

Rouge.

Michael S. Ellis, MD
Committee on Insurance and Member Benefits

DIRECT TERMINAL COMMUNICATION
This system allows a provider to directly tie into a

carrier's computer via a dedicated telephone circuit

and keypunch the claim information into the carrier's

system for processing. This tends to be impractical if

you have a low claim volume spread over many dif-

ferent carriers. Claim volume must be high enough
to justify the expense of these dedicated lines. Some
providers have overcome this by sharing the equip-

ment at a central location and combining their claims.

If the carrier you are connected with has the ability

to retransmit claims to another carrier, this can be-

come even more cost effective by eliminating multiple

dedicated lines.

This system has some interesting features. De-

pending on the carrier, you may be able to look up
patient eligibility, make claim inquiries and check

payment information. However, this applies only to

the carrier you are connected with and does not cover

the retransmitted claims. There is only one such sys-

tem currently in effect in this state.

MAGNETIC TAPE

This system was the first created to allow providers

to file claims without being directly connected as de-

scribed in the preceding paragraph. Essentially, a pro-

vider, utilizing a computer, creates a magnetic tape

of his claims and mails the tape to the insurance car-

rier for processing.

This system has both good and bad points. Mag-
netic tape systems are expensive. You will probably

never see one hooked up to a PC or micro computer

system. The average cost of a magnetic tape system

alone ranges from $5,000 to $25,000. In a low claim

volume, it is not cost effective for either the provider

or the carrier.

While it is true no keypunch personnel are needed

to key in the claims at the carrier's end, a computer

operator is required to load and unload the tape into

the computer. A trained computer operator earns sub-

stantially more money than does a keypunch opera-

tor. Therefore, labor is more expensive.

In addition, if there are few claims, more time is

spent loading and unloading tapes than processing

them. This does not include the expense of mailing

the tapes back and forth between provider and carrier,

packing and unpacking, logging and maintaining the

tapes. Since a standard magnetic tape can hold ap-

proximately 10,000 claims, it is not difficult to under-

stand the waste inherent to this system.

In some cases, however, it may pay to use one.

Depending on the carrier, they may elect to send you
a reconciliation tape with payment information which

could be entered into your machine, thereby elimi-

nating the expense of keypunching in your office. It

is particularly nice to have when your payment reg-

isters are 200 pages long every week.
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Another major advantage of magnetic tape is their

durability. Their hard containers make them very suit-

able for mailing and handling.

FLOPPY DISK

This system works essentially the same as the mag-
netic tape system but at a lesser cost. Floppy disks

are a cheaper medium. The claim volume can be much
smaller. The computer you need can be much less

expensive.

The problem is as follows: As with magnetic tape,

they require computer operators to load and unload,

log and maintain, etc. Also, floppy disks are not as

durable as magnetic tape and are easily damaged,
resulting in a loss of data. Due to their physical prop-

erties, they have a tendency to go bad over a period

of time. To insure against damage when mailing, spe-

cial packaging is needed. Although replacement costs

are inexpensive, aggravation costs may be high.

Reconciliation diskettes are available from some
carriers. Floppy disks can work very effectively but

require a little extra tender loving care to insure their

reliability and safe journey to their destination.

TELECOMMUNICATIONS

This system is the newest of the EMC methods and
exists in different forms. This versatility is both its

greatest asset and its worst liability. Due to the many
different forms of telecommunications, it can be a

great success if implemented properly. First we will

discuss the capabilities of telecommunications.

How does it work? The provider has a computer

system and transmits his claim file to any insurance

carrier he desires over a standard telephone line. The
file is transmitted from computer to computer with

little or no operator assistance required.

At the present, there are two basic methods of

telecommunication being used throughout the state

with two different packages being offered. These sys-

tems are used in connection with Medicare (Blue Cross

of Arkansas), Medicaid (Unisys, formally Systems De-

velopment Corporation) and Blue Cross of Louisiana

(we will expand on the capabilities of each carrier later

in this article).

Just as in everyday usage of the phone, one of

two things happens. Either you call someone, or they

call you. When someone calls our computer, we call

that "polling." When we call another computer, we
call that "dialing." Once we have reached the other

party, we need to establish a "communication pro-

tocol" which is a language that controls who says

what, when and how. Imagine a two way radio with

a talk key. If both parties are talking, neither will

receive any message. There is obviously more to it

than that (i.e. busy numbers, wrong numbers, poor

circuits, etc.), but for our purposes it is enough for

understanding.

SYNCHRONOUS COMMUNICATION
PROTOCOL

One of the major protocols that exists today is 3780.

It is a synchronous communication protocol that has

been around for years. It is used widely in the polling

environment, but also exists in the dialing environ-

ment. The nice part about polling is that polling can

happen anytime, day or night. Most polling is done

at night since the phone calls are less expensive. This

makes it even more cost effective.

Basically, in a polling environment, a computer

(receiver) calls up another computer (transmitter) at

night. The transmitter sends all of the required in-

formation to the receiver. At the end of the trans-

mission, the positions are reversed automatically. The

receiver now becomes the transmitter and sends a

response to the new receiver along with some ac-

knowledgement of the transmission. When the op-

erator comes in the next morning, he knows whether

the transmission was accepted and the data was valid.

Whether the polling method or dialing method

is used, the 3780 protocol works essentially for the

transmission, processing, and response verification of

data obtained. However, a response verification is not

mandatory, but it is very helpful. Most sophisticated

systems will use response verification techniques.

ASYNCHRONOUS COMMUNICATION
PROTOCOL

Asynchronous communications are also being used

and the level of sophistication depends upon the car-

rier. Previously, asynchronous protocol only pro-

vided for transmission in one direction. It was de-

signed as an inexpensive method, in keeping with the

lower costs of PC's and small computer systems.

Recently, new developments in both hardware
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Prevent recurrences
month aftermonth

ZOVIRAX
(acyclovir)

CAPSULES
BriefSummary

INDICATIONS AND USAGE: Zovirax Cap-
sules are indicated for the treatment of initial

episodes and the management of recurrent epi-

sodes of genital herpes in certain patients.

The severity of disease is variable depending
upon the immune status of the patient, the fre-

quency and duration of episodes, and the degree
ofcutaneous or systemic involvement. These
factors should determine patient management,
which may include symptomatic support and
counseling only, or the institution of specific

therapy. The physical, emotional and psycho-
social difficulties posed by herpes infections as

well as the degree of debilitation, particularly in

immunocompromised patients, are unique for

each patient, and the physician should deter-

mine therapeutic alternatives based on his or

her understanding of the individual patient’s

needs. Thus Zovirax Capsules are not appropri-

ate in treating all genital herpes infections. The
following guidelines may be useful in weighing
the benefit/risk considerations in specific disease

categories:

First Episodes (primary and nonprimary infec-

tions— commonly known as initial genital

herpes):

Double-blind, placebo-controlled studies have
demonstrated that orally administered Zovirax
significantly reduced the duration of acute infec-

tion (detection of virus in lesions by tissue cul-

ture) and lesion healing. The duration of pain
and new lesion formation was decreased in

some patient groups. The promptness of
initiation oftherapy and/or the patient’s prior

exposure to Herpes simplex virus may influence
the degree of benefit from therapy. Patients with
mild disease may derive less benefit than those
with more severe episodes. In patients with ex-

tremely severe episodes, in which prostration,

central nervous system involvement, urinary
retention or inability to take oral medication re-

quire hospitalization and more aggressive man-
agement, therapy may be best initiated with
intravenous Zovirax.

Recurrent Episodes:
Double-blind, placebo-controlled studies in

patients with frequent recurrences (6 or more
episodes per year) have shown that Zovirax
Capsules given for 4 to 6 months prevented or

reduced the frequency and/or severity of recur-

rences in greater than 95% of patients. Clinical

recurrences were prevented in 40 to 75% of pa-
tients. Some patients experienced increased
severity of the first episode following cessation
of therapy; the severity ofsubsequent episodes
and the effect on the natural history of the
disease are still under study.

The safety and efficacy of orally administered
acyclovir in the suppression of frequent episodes
of genital herpes have been established only for

up to 6 months. Chronic suppressive therapy is

most appropriate when, in the judgement of the
physician, the benefits of such a regimen out-
weigh known or potential adverse effects. In
general, Zovirax Capsules should not be used for

the suppression of recurrent disease in mildly
affected patients. Unanswered questions con-
cerning the human relevance of in vitro muta-
genicity studies and reproductive toxicity

studies in animals given very high doses of acy-
clovir for short periods (see Carcinogenesis,
Mutagenesis, Impairment of Fertility) should be
borne in mind when designing long-term man-
agement for individual patients. Discussion of
these issues with patients will provide them the
opportunity to weigh the potential for toxicity

against the severity of their disease. Thus, this

regimen should be considered only for appropri-
ate patients and only for six months until the
results of ongoing studies allow a more precise
evaluation of the benefit/risk assessment of
prolonged therapy.

Limited studies have shown that there are cer-

tain patients for whom intermittent short-term

treatment of recurrent episodes is effective. This

approach may be more appropriate than a sup-

pressive regimen in patients with infrequent
recurrences.
Immunocompromised patients with recurrent

herpes infections can be treated with either

intermittent or chronic suppressive therapy.

Clinically significant resistance, although rare,

is more likely to be seen with prolonged or re-

peated therapy in severely immunocompromised
patients with active lesions.

CONTRAINDICATIONS: Zovirax Capsules
are contraindicated for patients who develop
hypersensitivity or intolerance to the compo-
nents of the formulation.

WARNINGS: Zovirax Capsules are intended for

oral ingestion only.

PRECAUTIONS: General: Zovirax has caused
decreased spermatogenesis at high doses in some
animals and mutagenesis in some acute studies

at high concentrations of drug (see PRECAU-
TIONS— Carcinogenesis, Mutagenesis,
Impairment of Fertility). The recommended dos-

age and length of treatment should not be ex-

ceeded (see DOSAGE AND ADMINISTRATION).
Exposure of Herpes simplex isolates to acy-

clovir in vitro can lead to the emergence of less

sensitive viruses. The possibility of the appear-
ance of less sensitive viruses in man must be
borne in mind when treating patients. The rela-

tionship between the in vitro sensitivity of

Herpes simplex virus to acyclovir and clinical

response to therapy has yet to be established.

Because ofthe possibility that less sensitive

virus may be selected in patients who are receiv-

ing acyclovir, all patients should be advised to

take particular care to avoid potential transmis-
sion of virus if active lesions are present while
they are on therapy. In severely immunocompro-
mised patients, the physician should be aware
that prolonged or repeated courses of acyclovir

may result in selection of resistant viruses
which may not fully respond to continued acy-

clovir therapy.

Drug Interactions: Co-administration of pro-

benecid with intravenous acyclovir has been
shown to increase the mean half-life and the
area under the concentration-time curve.

Urinary excretion and renal clearance were
correspondingly reduced.

Carcinogenesis, Mutagenesis, Impairment
of Fertility: Acyclovir was tested in lifetime

bioassays in rats and mice at single daily doses
of 50, 150 and 450 mg/kg given by gavage. There
was no statistically significant difference in the
incidence of tumors between treated and control

animals, nor did acyclovir shorten the latency of

tumors. In 2 in vitro cell transformation assays,
used to provide preliminary assessment of poten-
tial oncogenicity in advance of these more defini-

tive life-time bioassays in rodents, conflicting

results were obtained. Acyclovir was positive

at the highest dose used in one system and the
resulting morphologically transformed cells

formed tumors when inoculated into immuno-
suppressed, syngeneic, weanling mice. Acyclovir
was negative in another transformation system
considered less sensitive.

In acute studies, there was an increase, not
statistically significant, in the incidence of

chromosomal damage at maximum tolerated

parenteral doses of 100 mg/kg acyclovir in rats

but not Chinese hamsters; higher doses of 500
and 1000 mg/kg were clastogenic in Chinese
hamsters. In addition, no activity was found
after 5 days dosing in a dominant lethal study in

mice. In 6 of 11 microbial and mammalian cell

assays, no evidence of mutagenicity was ob-

served. At 3 loci in a Chinese hamster ovary cell

line, the results were inconclusive. In 2 mam-
malian cell assays (human lymphocytes and
L5178Y mouse lymphoma cells in vitro), positive

responses for mutagenicity and chromosomal
damage occurred, but only at concentrations at

least 400 times the acyclovir plasma levels

achieved in man.
Acyclovir has not been shown to impair fertil-

ity or reproduction in mice (450 mg/kg/day, p.o.)

or in rats (25 mg/kg/day, s.c.). At 50 mg/kg/day
s.c. in the rat, there was a statistically sig-

nificant increase in post-implantation loss, but
no concomitant decrease in litter size. In female
rabbits treated subcutaneously with acyclovir
subsequent to mating, there was a statistically

significant decrease in implantation efficiency

but no concomitant decrease in litter size at a
dose of 50 mg/kg/day. No effect upon implanta-
tion efficiency was observed when the same dose
was administered intravenously. In a rat peri-

and postnatal study at 50 mg/kg/day s.c., there
was a statistically significant decrease in the

group mean numbers of corpora lutea, total

implantation sites and live fetuses in the Fi
generation. Although not statistically signifi-

cant, there was also a dose related decrease in

group mean numbers of live fetuses and implan-
tation sites at 12.5 mg/kg/day and 25 mg/kg/day,
s.c. The intravenous administration of

100 mg/kg/day, a dose known to cause obstruc-

tive nephropathy in rabbits, caused a significant

increase in fetal resorptions and a corresponding
decrease in litter size. However, at a maximum
tolerated intravenous dose of 50 mg/kg/day in

rabbits, there were no drug-related reproductive
effects.

Intraperitoneal doses of 320 or 80 mg/kg/day
acyclovir given to rats for 1 and 6 months, re-

spectively, caused testicular atrophy. Tbsticular

atrophy was persistent through the 4-week post-

dose recovery phase after 320 mg/kg/day; some
evidence of recovery of sperm production was
evident 30 days postdose. Intravenous doses of

100 and 200 mg/kg/day acyclovir given to dogs
for 31 days caused aspermatogenesis. Testicles

were normal in dogs given 50 mg/kg/day, i.v. for

one month.

Pregnancy: Teratogenic Effects: Pregnancy
Category C.Acyclovir was not teratogenic in the
mouse (450 mg/kg/day, p.o.), rat (50 mg/kg/day,
s.c.) or rabbit (50 mg/kg/day, s.c. and i.v.). There
are no adequate and well-controlled studies in

pregnant women. Acyclovir should not be used
during pregnancy unless the potential benefit

justifies the potential risk to the fetus. Although
acyclovir was not teratogenic in animal studies,,

the drug’s potential for causing chromosome
breaks at high concentration should be taken
into consideration in making this determination.

Nursing Mothers: It is not known whether this

drug is excreted in human milk. Because many
drugs are excreted in human milk, caution
should be exercised when Zovirax is adminis-
tered to a nursing woman. In nursing mothers,
consideration should be given to not using acy-
clovir treatment or discontinuing breastfeeding.

Pediatric Use: Safety and effectiveness in

children have not been established.

ADVERSE REACTIONS— Short-Term
Administration: The most frequent adverse
reactions reported during clinical trials were
nausea and/or vomiting in 8 of 298 patient treat-

ments (2.7%) and headache in 2 of 298 (0.6%).

Less frequent adverse reactions, each ofwhich
occurred in 1 of 298 patient treatments (0.3%),

included diarrhea, dizziness, anorexia, fatigue,

edema, skin rash, leg pain, inguinal adenopathy,
medication taste ana sore throat.

Long-Term Administration: The most frequent
adverse reactions reported in studies of daily

therapy for 3 to 6 months were headache in 33 of

251 patients (13.1%), diarrhea in 22 of 251
(8.8%), nausea and/or vomiting in 20 of 251
(8.0%), vertigo in 9 of 251 (3.6%), and arthralgia
in 9 of 251 (3.6%). Less frequent adverse reac-

tions, each ofwhich occurred in less than 3% of

the 251 patients (see number of patients in

parentheses), included skin rash (7), insomnia
(4), fatigue (7), fever (4), palpitations (1), sore

throat (2), superficial thrombophlebitis (1),

muscle cramps (2), pars planitis (1), menstrual
abnormality (4), acne (3), lymphadenopathy (2),

irritability (1), accelerated hair loss (1), and
depression (1).

DOSAGE AND ADMINISTRATION: Treat-
ment of initial genital herpes: One 200 mg cap-

sule every 4 hours, while awake, for a total of

5 capsules daily for 10 days (total 50 capsules).

Cnronic suppressive therapy for recur-
rent disease: One 200 mg capsule 3 times daily

for up to 6 months. Some patients may require
more drug, up to one 200 mg capsule 5 times
daily for up to 6 months.
Intermittent Therapy: One 200 mg capsule

every 4 hours, while awake, for a total of 5

capsules daily for 5 days (total 25 capsules).

Therapy should be initiated at the earliest sign
or symptom (prodrome) of recurrence.
Patients With Acute or Chronic Renal Im-

pairment: One 200 mg capsule every 12 hours is

recommended for patients with creatinine clear-

ance <10 ml/min/1.73/m2
.

HOW SUPPLIED: Zovirax Capsules (blue,

opaque) containing 200 mg acyclovir and printed
with “Wellcome ZOVIRAX 200”- Bottles of 100
(NDC-0081-0991-55) and unit dose pack of 100
(NDC-0081-0991-56).

Store at 15°-30°C (59°-86°F) and protect from
light.

*In controlled studies, recurrences were totally

prevented for 4 to 6 months in up to 75% of patients.

3*
WtHcomt

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709

Copr. © 1986 Burroughs Wellcome Co. All rights reserved. 86-ZOV-5



ou should take note that there have
been some companies who have tried to

charge a percentage of what is billed or

collected from Medicare but according to

the HCFA, the practice is against Med-
icare regulations.

and software technology have resulted in a higher

level of reliability in asynchronous communications.

Higher transmission speeds are now possible and in

many cases one hundred percent reliability has been
obtained.

In addition, there are asynchronous software

protocols which allow two way communications the

same as with synchronous protocols. As the software

industry develops, we will see more features on all

levels.

Depending upon the carrier, there may be major

differences in the way the claims are transmitted re-

gardless of the communication protocol being used.

For example, two carriers using 3780 protocol may
use completely different claim formats requiring two
sets of software. In addition, just because a system

can support 3780 in a dialing environment does not

mean that it can support 3780 in a polling environ-

ment. This diversity tends to create most of the con-

fusion regarding telecommunications.

Some carriers are only set up to receive claims,

while others have the additional capability of return-

ing a response file. The response file becomes the

safeguard of telecommunications, in assuring that an
almost operatorless system performs its task correctly.

Without the response file, verbal or written com-
munication is required between the provider and car-

rier to insure the success of the transmission.

When you are talking about medical insurance

claims comprising billions of dollars, it is easy to see

50

why the systems which offer response files are pre-

ferred by most providers. However, systems without

response files are far superior to submitting paper

claims.

Currently, the following EMC telecommunica-

tion systems exist within the state:

Medicare Operations (Blue Cross of Arkansas). In

case you didn't know by now, the Medicare contract

for the state of Louisiana is administered by Blue Cross

of Arkansas. Blue Cross of Louisiana is a subcontrac-

tor working with Arkansas to process, develop and
review claims.

Blue Cross of Arkansas supports magnetic tape

and floppy diskette submission and telecommunica-

tions using the 3780 Protocol, exclusively, in a polling

environment. They call into your system between 11:00

pm and 7:00 am Monday through Friday, excluding

holidays. No telephone request is required. If you
wish to transmit claims, just leave your modem on

and they will do the rest. If no transmission is re-

quired, leave it off. They will try to call your system

every night and if no connection is made, it will by-

pass your account.

After receiving your information, they will proc-

ess it, check for validity and, if good, will transmit

back a response file. Blue Cross of Arkansas pays for

the phone call.

Medicaid Operation (Unisys, formally SDC). Uni-

sys supports magnetic tape, floppy disk and for tele-

communications has both 3780 and asynchronous

protocols in a dial-up environment. As in the case

with Medicare, a response is given when using either

protocol. The provider bears the expense of the phone
call.

Blue Cross of Louisiana. Blue Cross currently sup-

ports direct terminal communications, magnetic tape,

floppy disk and telecommunications utilizing both 3780

and asynchronous protocols. At the present time, no

response file is transmitted but rumor has it that it

will be available within the foreseeable future. Once
again, the provider pays for the phone call.

Blue Cross of Louisiana has the additional ca-

pability of accepting claims designated for Medicare

or Medicaid but re-transmission is required. This slows

down the submission by a few days but with all of

the benefits that are derived, the negative aspect is

negligible. The only disadvantage is that no response
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file is obtained for the re-transmission.

In this article, I have only mentioned the three

main insurance carriers in Louisiana. However, that

doesn't mean that other insurance companies don't

offer electronic claims. There are many insurance

companies that will provide you with electronic claims

capabilities but certain restrictions may apply, thereby

making them less desirable to use versus submitting

claims hard copy. In one instance, an insurance com-

pany which we contacted requires that you submit a

minimum of 50 claims per transmission. In another

case, you may have to send your claim transmission

to a company's west coast or east coast office.

For example, certain companies act as a "clearing

house" for various insurance companies but for the

most part, the clearing house concept has not sus-

tained itself due to the problems involved in who is

responsible when something goes wrong.

The electronic claims systems described in this

article exist today and are plentiful to be found. Costs

can range from a few thousand to a hundred thousand

dollars depending upon what direction you choose.

You can buy a computer, pay a service bureau or

submit your claims to a company which will take your

hard copies and transmit them for you.

As with different electronic claims alternatives,

there are many advantages and disadvantages in the

systems and services mentioned above.

Buying a computer is a one time cost but the work
effort is left up to your own office staff. The big ad-

vantage is that you are in control of your system at

all times and that no one else can have access to it

provided that your computer has built in the security

systems required for its protection.

An outside billing agent eliminates your office

staff from the work involved in posting, typing, send-

ing statements, etc., but costs a percentage of your
income every month and doesn't give you up to the

minute figures because your accounts are always lag-

ging a few days behind.

A company which will transmit your claims for

you is less expensive initially but, over a period of

time, may cost as much as buying a computer. In

addition you may have to supply them with insurance

forms already filled out to insure that the claims are

entered verbatim. The legal responsibility lies with

the provider and any changes made by a submitting

agent tends to cast a doubt of validity against the

source document. The carrier would ultimately hold

the provider accountable for any discrepancies found.

You should take note that there have been some
companies who have tried to charge a percentage of

what is billed or collected from Medicare but accord-

ing to the Health Care Finance Administration

(HCFA), the practice is against Medicare regulations.

A company which is specifically involved in only sub-

mitting Medicare claims electronically and provides

no additional service to the provider (such as an out-

side billing agency) can only bill a flat fee for services

rendered.

So you see, the old adage "different strokes for

different folks" applies to the medical industry as well

because each provider's practice is different. Some
providers are hospital based and don't have formal

offices or staffs. Some providers have few claims each

with a high dollar value, while others have many
claims, each with a low dollar value. In each case, the

billing is different but just as important.

In recapping, the systems mentioned all have then-

place in the medical insurance industry. However,

with the advent of telecommunications, we will see

a growing movement of insurance carriers leaning

toward this area since it reduces their overall cost of

processing claims while speeding up payment to pro-

viders.

Remember, the key here for the provider is that

filing claims electronically insures accuracy, elimi-

nates the carrier's operator errors and more impor-

tantly, speeds up payment of your claim. It is defi-

nitely an approach to consider.
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Plastic Surgery Associates
JAMES B. JOHNSON, M.D.

Simeon H. Wall, M.D.
John P. Valiulis, M.D.
Stephen J. Ramey, M.D.

(A Professional Corporation)

Plastic & Reconstructive Surgery

Surgery of the Hand
Cosmetic Surgery Microsurgery

Plastic & Reconstructive Surgery

Cosmetic Surgery

940 Margaret Place, Suite 300 Shreveport, La. 71101 4770 1-10 Service Road Metairie, Louisiana 70001

(318)221-1629 454-6103

We Can BeA Positive Reflection On
Your Practice.

At Diagnostic Imaging Services, we know the importance of providing your patients with caring, quality radiology
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sion from the journal. Abstracts may be reproduced without specific

permission, provided acknowledgement of the source is made.
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DETERIORATION OF THE PHYSICIAN/PATIENT RELATIONSHIP

The following letter was sent to the East Baton

Rouge Parish Medical Society and is published

in the interest of promoting better physician/

patient relationships. Reprinted by permission

from the March issue of the East Baton Rouge

Parish Medical Society Bulletin.

Dear Doctors:

I

am writing this letter after sev-

eral similar incidents with var-

ious doctors. My concern is less

with one particular doctor than

what seems to be a prevalent atti-

tude throughout the profession.

With an individual doctor, I prefer

to voice my concern directly ac-

cording to the specifics of the sit-

uation. However, due to the gen-

eral nature of this problem, I chose

to write you in an effort to reiterate

a problem of which I'm sure you
are already aware. I realize that a

letter is of small consequence, ex-

cept to heighten the awareness of

those physicians who are already

sensitive.

The problem is the over-

scheduling of appointments by
doctors resulting in a schedule no
one person could possibly keep.

When I sign in for a 9:00 a.m. ap-

pointment and see two or three

other names also listed for 9:00 and
the name of a conscientious patient

for 9:15, I sit down to begin my
wait with resentment mounting.

The attitude that sees me as a $25

charge to be scheduled in with as

many others as possible leaves me
with the unmistakable feeling of

being exploited. I generally block

out an hour plus travel time for a

10 to 15 minute visit with my doc-

tor. More often than not, this is not

sufficient, which then puts my day

behind also. For after a 30 to 45

minute (or more) wait in the wait-

ing room, there is generally a 20 to

30 minute wait in the treatment

room. Once a doctor does come in,

he/she is frequently so time pres-

sured having begun the day be-

hind schedule and knowing there

is someone waiting in each treat-

ment room, that it is quite difficult

to find time to employ good listen-

ing skills and communicate in an

empathetic manner. Now, add to

this scenario a toddler (or any child)

and we have negative situation and

experience, to say the least. An
over-tired, over-corrected, fright-

ened child is very unlikely to allow

anyone in a white coat to examine

him/her or allow the parent to have

enough presence of mind to ask

intelligent questions. We might also

add an important call that the doc-

tor must take during our visit, and
upon his/her return (after another

wait), a mistake of the sex of the

child being discussed. Naturally,

my confidence in this distracted

and pressured professional begins

to wane.

My concern, however, is not

only for patients, but also for doc-

tors who must constantly experi-

ence a feeling of never being able

to satisfy the insatiable demand for

attention of their patients. It would
be an easy step from that frustra-

tion to the resentment of and emo-

tional withdrawal from those de-

manding patients. Consequently,

the patient may feel as if his/her

additional questions and concerns

are an imposition to the profes-

sional for whose time he/she is

actually paying. And so, the dete-

rioration of the relationship con-

tinues.

As uneducated as I am in the

area of business and office admin-

istration, I realize a solution may
not be as simple in reality as it ap-

pears. However, I know if I ran my
office and appointment schedule

the way I have described, the peo-

ple that I serve would not experi-

ence very positive feelings about

me, my professional judgment, or

themselves. Moreover, I would be

unable to convince them or myself

that I was performing my job in the

manner for which I was trained and

consequently, would reflect poorly

on my profession and colleagues.

It seems to me that we are all ul-

timately the masters and designers

of our schedules if we choose to

be. And that perhaps a financial

trade-off of fewer patients in a sin-

gle time period may reap greater

rewards, not the least of which are

patients that chose to remain with

their physicians, trusting and re-

specting them as professionals

trained to work with people in

need. Could another advantage be

doctors who are better equipped to

meet the incredible demands that

those outside their field cannot fully

comprehend?
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for family. The nursing

staffs expertise in

chemotherapy adminstra-

tion is complimented by

support groups and

individual counseling to

address non-medical

concerns.

Our staff and oncologists

will discuss the most

advanced treatment

modalities with you,

including protocols in use

at the major research

centers.

We offer inpatient care,

outpatient services, and an

integratedplan of care in
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referring physician— every
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The Center for

Living with Cancer
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Jefferson General’s

medical staff. There is

no additional charge for

inpatient care in the

specialized facility.

For more information,

please call Ms. Sallie Herrle,

Unit Director,

at (504) 454-5500.

TheCenterFor

LIVING
WITH CANCER
KAST JEFFERSON GENERAL HOSPITAL

4200 Houma Blvd./ Metairie, LA 70011



1NEW MEMBERS

Applications for membership have been received from the follow-

ing physicians by the respective parish medical societies as of April

13, 1987. The Louisiana State Medical Society is pleased to welcome:

Calcasieu

Thomas P. Alderson, MD, 234 South Ryan St., Lake Charles 70601.

Dr. Alderson received his medical degree from the American Uni-

versity of the Caribbean in Montserrat, British West Indies in 1981.

He specializes in urology.

Mariana Koos, MD, 711 Heuy St., Lake Charles 70601. Dr. Koos
received her medical degree from Medical School Timisoara in Ro-

mania in 1970. She specializes in pediatriacs.

Robin A. Rougeau, MD, 509 7th Street, Lake Charles 70601. Dr.

Rougeau received her medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1981. She specializes

in gastroenterology.

Catahoula-Concordia

Robert T. VanUden Jr., MD, 5 Huntington Plaza, Ferriday 71334.

Dr. VanUden received his medical degree from the University of

Washington in 1943. He specializes in orthopedic surgery.

East Baton Rouge
Donald A. Dreyer, MD, 5000 Hennessy Blvd., Baton Rouge 70809.

Dr. Dreyer received his medical degree from Universidad Auto-

noma de Ciudad Juarez in Mexico in 1978. He specializes in physical

medicine and rehabilitation.

Robert E. Drumm, MD, 8026 Picardy Ave., Baton Rouge 70809.

Dr. Drumm received his medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1983. He specializes

in pediatrics.

Barbara J. T. Golden, MD, 2237 S. Acadian, Suite 400, Baton Rouge
70808. Dr. Golden received her medical degree from the University

of Nebraska College of Medicine in 1974. She specializes in pediatric

neurology.

Robert H. Hansen Jr., MD, 8212 Summa Ave., Suite B, Baton

Rouge 70809. Dr. Hansen received his medical degree from Loui-

siana State University School of Medicine in Shreveport in 1983.

He specializes in anesthesiology.

Helen K. Hedgemon, MD, 624 Chevelle Court, Baton Rouge 70806.

Dr. Hedgemon received her medical degree from Howard Uni-

versity in Washington, DC in 1972. She specializes in pediatrics.

David S. Levy, MD, 3600 Florida Blvd., Baton Rouge 70806. Dr.

Levy received his medical degree from Ohio State University Col-

lege of Medicine in 1961. He specializes in radiation oncology.

Kenneth K. Lo, MD, 4950 Essen Lane, Baton Rouge 70809. Dr. Lo

received his medical degree from the University of Miami in 1982.

He specializes in radiation oncology.

Thomas P. Perone, MD, 2237 S. Acadian, Suite 400, Baton Rouge

70808. Dr. Perone received his medical degree from Ohio State

University College of Medicine in 1973. He specializes in neuro-

logical surgery.

David F. Ramey, MD, 4045 North Blvd., Baton Rouge 70806. Dr.

Ramey received his medical degree from Louisiana State University

School of Medicine in Shreveport in 1983. He specializes in internal

medicine.

Charles D. Rice, MD, 5246 Brittany Drive, Baton Rouge 70808. Dr.

Rice received his medical degree from Louisiana State University

School of Medicine in New Orleans in 1980. He specializes in oph-

thalmology.

James G. Robichaux, MD, 5000 Hennessy Blvd., Baton Rouge

70809. Dr. Robichaux received his medical degree from Louisiana

State University School of Medicine in Shreveport in 1981. He spe-

cializes in pathology.

Phillip C. Rowden, MD, 2414 Bunker Hill Dr., Baton Rouge 70808.

Dr. Rowden received his medical degree from Loma Linda Uni-

versity Medical Center in California in 1976. He specializes in psy-

chiatry.

James F. Ruiz, MD, 3888 Government St., Baton Rouge 70806. Dr.

Ruiz received his medical degree from Tulane University School of

Medicine in 1982. He specializes in radiology.

James R. Stenhouse, MD, 545 Colonial Dr., Suite B, Baton Rouge

70806. Dr. Stenhouse received his medical degree from Louisiana

State University School of Medicine in New Orleans in 1982. He
specializes in obstetrics and gynecology.

Benjamin Withers III, MD, 4999 Scenic Hwy., Baton Rouge 70821.

Dr. Withers received his medical degree from the University of

Nebraska in 1973. He specializes in occupational medicine.

Krishna G. Yalamanchili, MD, 2424 Bunker Hill Dr., Suite 200,

Baton Rouge 70808. Dr. Yalamanchili received his medical degree

from Rangaraya Medical College in India in 1972. He specializes

in psychiatry.

Steven J. Zuckerman, MD, 2237 S. Acadian, Suite 400, Baton Rouge

70808. Dr. Zuckerman received his medical degree from Rotgen

Medical School in Texas in 1980. He specializes in neurology.

Evangeline

Arthur B. Flick, MD, PO Drawer 900, Ville Platte 70586. Dr. Flick

received his medical degree from the University of New York in

1981. He specializes in orthopedic surgery.
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The Results Are In.

icant ones.-

attainment of patient

independence and self-

sufficiency. Fewer health

complications. Shorter

acute-care hospital

stays. Lower medical
costs. And continuous

recovery beyond spon-

taneous occurrence.

The Brain Injury

Team at the Rehabilita-

tion Institute of New

arly and intensive brain injury re-

bilitation has its rewards. Signif-

a greater

Orleans works with patients from all parts of

the Gulf Coast Region. Our rehab specialists,

under the direction of

a board certified phy-

siatrist, apply an inter-

disciplinary team ap-

proach. And a treatment

plan that responds to

each patient’s cogni-

tive, behavorial and
physical abilities. Our
brain injury team can

work with you. For re-

sults we all want to

achieve.

The Rehabilitation Institute of New Orleans

At I. Edward Hebert Hospital,

The only full-service rehab facility in Louisiana

One Sanctuary Drive, New Orleans, LA 70114

i i

tv
We Rebuild Lives

Accepts referrals from physicians in all fields of medicine.

Call (504) 363-2215 Monday through Friday, 9 a.m. to 5 pan.

For Fact Sheet and Information

Accredited by the Commission on Accreditation of Rehabilitation Facilities.

A subsidiary of Rehab Hospital Services Corporation



Lafayette

Linda K. Lipstate, MD, 500 St. Landry, Lafayette 70506. Dr. Lip-

state received her medical degree from Louisiana State University

School of Medicine in New Orleans in 1981. She specializes in

internal medicine.

Nhu-Vong Nguyen, MD, 208 N. Church, Carencro 70520. Dr. Ngu-

yen received his medical degree from Saigon Medical School in

Vietnam in 1968. He is a general practitioner.

Parvin Safari-Kermanshahi, MD, PO Box 401-C, Lafayette 70502.

Dr. Safari-Kermanshahi received her medical degree from Isfahan

Faculty of Medicine in Iran in 1975. She specializes in pediatrics.

H Morehouse
Mamdouh G. Mickail, MD, 220 Traylor Ave., Bastrop 71220. Dr.

Mickail received his medical degree from Cairo University School

of Medicine in Egypt in 1978. He specializes in pediatrics.

Allen L. Spires, MD, Box 257, Mer Rouge 71261. Dr. Spires re-

ceived his medical degree from Louisiana State University School

of Medicine in Shreveport in 1985. He is a general practitioner.

George W. Webb, MD, 18th Street, Mer Rouge 71261. Dr. Webb
received his medical degree from Louisiana State University School

of Medicine in Shreveport in 1953. He is a general practitioner.

Ouachita

I John L. Ledbetter, MD, 2001 Royal Ave., Monroe 71207. Dr. Led-

better received his medical degree from the University of Texas in

Dallas in 1983. He specializes in anesthesiology.

Rapides

Orrin D. Cook, MD, Route 2, Box 251-B, Hwy. 122, Dry Prong

71423. Dr. Cook received his medical degree from the University

of California at Davis in 1976. He specializes in anesthesiology.

Robert W. King, MD, 3311 Prescott Rd., Suite 200, Alexandria

71301. Dr. King received his medical degree from the University

of Oklahoma School of Medicine in 1974. He specializes in anes-

thesiology.

Michael E. Lipson, MD, 3311 Prescott Rd., Suite 200, Alexandria

71301. Dr. Lipson received his medical degree from Washington
University Medical School in 1969. He specializes in anesthesiol-

ogy-

Charles S. L'Hommedieu, MD, 3311 Prescott Rd., Suite 201, Al-

exandria 71301. Dr. L'Hommedieu received his medical degree from

Vanderbilt Medical School in 1971. He specializes in anesthesiology

Am Phuc Mai, MD, 5233 Lark Lane, Alexandria 71303. Dr. Mai
received his medical degree from the University of Saigon in Viet-

nam in 1973. He specializes in internal medicine.

John S. McCabe, MD, 4035 Huntwick, Alexandria 71303. Dr.

McCabe received his medical degree from Tulane University School

of Medicine in 1971. He specializes in plastic surgery.

Lewe Okereke, MD, 4008 Jackson St., Alexandria 71303. Dr. Oke-

reke received his medical degree from the University of Lagos

Medical School in Nigeria in 1972. He specializes in obstetrics and

gynecology.

Gerald Poche, MD, 3311 Prescott Rd., Suite 200, Alexandria 71301.

Dr. Poche received his medical degree from Baylor College of Med-
icine in 1980. He specializes in anesthesiology.

Ty Procopio, MD, 390 Griffith St., Pineville 71360. Dr. Procopio

received his medical degree from the University of Montpellier

School of Medicine in France in 1976. He specializes in family

practice.

James W. Sanders III, MD, 301 W. Boundry, Winnsfield 71483.

Dr. Sanders received his medical degree from Louisiana State Uni-

versity School of Medicine in 1956. He specializes in obstetrics and

gynecology.

Sabine

Stephen P. Booker, MD, 220 Highland Dr., Many 71449. Dr. Booker

received his medical degree from Louisiana State University School

of Medicine in Shreveport in 1983. He specializes in family medi-

cine.

St. Mary
Rebecca L. Accardo, MD, 1803A W. Main Street, Franklin 70538.

Dr. Accardo received her medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1982. She specializes

in obstetrics and gynecology.

Willie J. Joseph III, MD, 1200 David Drive, Suite 104, Morgan
City 70180. Dr. Joseph received his medical degree from Louisiana

State University School of Medicine in New Orleans in 1983. He
specializes in anesthesiology.

Mark D. Naquin, MD, 1200 David Drive, Suite 104, Morgan City

70381. Dr. Naquin received his medical degree from Louisiana State

University School of Medicine in New Orleans in 1982. He spe-

cializes in anesthesiology.

St. Tammany
Katharine L. Parrish, MD, 4410 Highway 22, Mandeville 70448.

Dr. Parrish received her medical degree from Louisiana State Uni-

versity School of Medicine in New Orleans in 1984. She is a general

practitioner.

Shreveport

Frederick H. Browder, MD, 2751 Virginia Ave., Suite 1C, Shreve-

port 71103. Dr. Browder received his medical degree from the Uni-

versity of Texas in San Antonio in 1982. He specializes in anes-

thesiology.

Giao N. Do, MD, 646 Oneonta St., Shreveport 71106. Dr. Do re-

ceived his medical degree from Saigon Medical School in Vietnam

in 1975. He specializes in pediatrics.

Geoffrey W. Garrett, MD, 9003 Cedar Creek Circle, Shreveport

71118. Dr. Garrett received his medical degree from the University

of Texas in San Antonio in 1973. He specializes in ophthalmology.
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Clarke D. Lilley, MD, 2600 Greenwood Rd., Shreveport 71103.

Dr. Lilley received his medical degree from Louisiana State Uni-

versity School of Medicine in Shreveport in 1982. He specializes in

anesthesiology.

Russell Manthey, MD, 2514 Flournoy Lucas Rd., Shreveport 71118.

Dr. Manthey received his medical degree from Indiana University

in 1981. He specializes in ophthalmology.

Robert N. McCoy, MD, 1534 Elizabeth Ave., Suite 115, Shreveport

71101. Dr. McCoy received his medical degree from the University

of Texas Southwestern Medical School in Dallas in 1979. He spe-

cializes in internal medicine.

Ruth K.P. McDonald, MD, 846 Margaret PL, Shreveport 71101.

Dr. McDonald received her medical degree from the University of

Arkansas in 1975. She specializes in internal medicine.

Daryl W. J. Mitchell, MD, 845 Margaret PL, Suite B, Shreveport

71101. Dr. Mitchell received his medical degree from Meharry Med-
ical College in Tennessee in 1980. He specializes in obstetrics and

gynecology.

Cynthia Montgomery, MD, 845 Margaret PL, Suite B, Shreveport

71101. Dr. Montgomery received her medical degree from Meharry

Medical College in Tennessee in 1980. She specializes in obstetrics

and gynecology.

Michael J. Sullivan, MD, 915 Margaret PL, Shreveport 71101. Dr.

Sullivan received his medical degree from Oklahoma University

College of Medicine in 1983. He specializes in emergency medicine.

Terrebonne
David L. Hagen, MD, PO Box 66, Houma 70360. Dr. Hagen re-

ceived his medical degree from Louisiana State University School

of Medicine in New Orleans in 1981. He specializes in otolaryn-

gology.

Vernon
Edmundo A. Gutierrez, MD, 1022 Port Arthur Blvd., Leesville

71446. Dr. Gutierrez received his medical degree from Universidad

Nacional Autonoma de Nicaragua in 1961. He specializes in general

surgery.

Associate Members
SHREVEPORT

David K. Ebelke, MD, 618 Ashbourne Dr., Shreveport 71106. Dr.

Ebelke received his medical degree from University of Miami in

1981. He specializes in orthopedic surgery.

ERRATUM
On page 7 of the May issue of the journal, Stan B. Bravy,

MD was listed as graduating from the Institute of Sanitation

and Hygiene in Leningrad. Dr. Bravy graduated from the Len-

ingrad Pediatric Medical School. His address is 2204 Manson,

Apt. E, Metairie 70001. The journal regrets the error.
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• Receipt of subpoena

• Reporting child abuse
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Adams & Reese, Attorneys at Law
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

SECOND OPINION

JORGE I. MARTINEZ-LOPEZ, MD

The rhythm strip shown below, precordial lead VI, belongs to a 56-year-old black man. He was hospitalized

with a diagnosis of chronic renal failure. No medications were listed.

What is your diagnosis? Elucidation is on page 13.
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ECG of the Month
Case presentation is on page 11.

DIAGNOSIS — Second degree AV block

The approach to the interpretation of this tracing and

the type of second-degree AV block present are the

subject of the discussion to follow.

DISCUSSION

Physicians presented with ECGs for interpretation

should be careful not to glance casually at the 12 sur-

face leads and rhythm strips. Interpreters may be en-

trapped by tracings that appear deceptively simple

when differential diagnostic possibilities are sum-
marily dismissed. The tracing shown here is one such

example.

When first examined, the rhythm strip was said

to be consistent with . . . "sinus rhythm and junc-

tional premature beats." The logic leading to this er-

roneous diagnosis was as follows. P waves were iden-

tified before each narrow QRS of the basic rhythm
and were designated as sinus P waves. The sinus rate

was estimated at 75 times a minute. This rhythm was
associated with normal PR, QRS, and QT intervals.

T waves were described as "diphasic." Premature,

narrow QRS complexes, identical in morphology to

the flanking ventricular complexes of the basic rhythm,

were then attributed to "junctional premature beats

with normal intraventricular conduction."

This story would end here had the interpretation

given above been accepted. Not happy with this inter-

pretation, and still befuddled by the tracing, the in-

quisitive physician sought a second opinion.

Closer inspection of the tracing disclosed that the

original interpretation was incorrect, indeed. The dis-

cussion that follows should convince the reader of the

true nature of the cardiac rhythm disorder. To do this,

let us return to the rhythm strip.

Several ECG findings can be accepted as valid.

First, there is an inverted P wave in front of every

QRS of the basic rhythm. These P-QRS cycles recur

at rates of 75 times a minute. Second, all QRS com-
plexes are narrow and normal in duration, an indi-

cation that supraventricular impulses are conducted
normally into the ventricles. Third, some narrow QRS
complexes occur earlier than expected when com-

pared to the R-R interval of the basic cycle. These

premature ventricular complexes can be seen in the

top panel (5th, 10th and 12th QRS), in the second

panel (4th and 11th QRS), in the third panel (9th

QRS), but not in the bottom panel. Fourth, the cou-

pling intervals between the premature QRS com-

plexes and the preceding QRS complexes are slightly

variable. Fifth, the pauses occasioned by the prema-

ture ventricular complexes are slightly shorter than,

equal to, or slightly longer than the basic R-R interval.

Up to this point, one cannot really disagree with the

original, but erroneous, interpretation.

The T waves, however, are formidable allies in

discrediting the first ECG diagnosis. Rather than de-

scribe the T waves as "diphasic," I would designate

them as "notched." The "notching" in the T waves
is the clue to the correct ECG diagnosis. Measurement
of the interval between the QRS preceding the notch

and the notch in the T wave (Q-notch interval) shows
that it is not constant. A second finding is that the Q-

notch interval varies only when there is a so-called

"junctional premature beat." In fact, the Q-notch in-

terval is shortest following the so-called "junctional

premature beat." These findings raise questions with

respect to the T wave notches because indentations

that are intrinsic to the T wave do not show temporal

motion. For these reasons, it is logical to conclude

that the notches are independent of the T waves and,

in this case, represent P waves (atrial activity). The

tracing should then be reexamined in light of this new
information.

The ECG differential diagnosis includes: (a) sinus

rhythm, with conducted and non-conducted atrial

premature beats in bigeminy; (b) sinus tachycardia

with second-degree AV block; and (c) atrial tachycar-

dia with second-degree AV block.

The first possibility, sinus rhythm with con-

ducted and non-conducted atrial premature beats in

bigeminy, can be dismissed quickly by measurement
and comparison of the P-P intervals that contain a

QRS with those that do not have an intervening QRS.

Both intervals are of equal duration, ie, there is no

evidence of premature P waves. Because Ps that fol-

low QRS complexes have the same configuration as

those that precede the QRS, one can assume that all

P waves arise from the same focus.

The next two diagnostic possibilities, either sinus

tachycardia or atrial tachycardia with second-degree
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AV block, are not easily differentiated from the avail-

able tracing. The distinction would be relatively sim-

ple if the 12-lead tracing were available. For this rea-

son, the term supraventricular will be used for the

remainder of the presentation.

If we accept the supraventricular origin of the

impulse and its generation from a single site (sinus

node or ectopic), the basic rhythm is supraventricular

tachycardia (rate of 150 times a minute) and the dom-
inant conduction A:V ratio is 2:1. Therefore, second-

degree AV block is present. However, in the presence

of second-degree AV block with a sustained 2:1 A:V
ratio, it is not always possible to categorize the block

into either Mobitz type I or Mobitz type II. If the

rhythm strip, however, fortuitously shows one or more
different A:V ratios, the distinction is possible. Final

inspection of the rhythm strip shows that the so-called

“junctional premature beats" are actually part of the

second-degree AV block and represent 3:2 AV
Wenckebach sequences: the first P wave of the couplet

is conducted with a normal PR interval, the second

with a longer PR interval, and the third P is not con-

ducted. Based on this new finding, the correct ECG
diagnosis can be made: supraventricular tachycardia

(sinus vs atrial) with second-degree AV block (Mobitz

type I or Wenckebach phenomenon) with 2:1 and 3:2

A:V ratios.

When in doubt, do not hesitate . . . seek a second

opinion.

SELECTED REFERENCES
1. Schamroth L: The theory and mechanism of the Wenckebach phenom-

enon. South Afr M J 1967;41:827-832.

2. Rosen KM, Gunnar RM, Rahimtoola SH. Site and type of second-degree

AV block. Chest 1972;61:99-100.

3. Barold SS, Friedberg HD: Second degree atrioventricular block: A matter

of definition. Am ] Cardiol 1974;33:311-315.

4. Zipes DP: Second-degree atrioventricular block. Circulation 1979;60:465-
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5. Campbell RWF: Chronic Mobitz type I second degree atrioventricular

block: Has its importance been underestimated? Br Heart / 1985;53:585-
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Dr. Martinez-Lopez is a specialist in cardiovascular diseases affiliated

with the Cardiology Service, Department of Medicine at William

Beaumont Army Medical Center in El Paso, Texas.

The opinions and assertions contained herein are the private views of the

author and not to be construed as official or as reflecting the views of

the Department of Army or Department of Defense.
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Frank J. Ilardi, Editor

BOOK REVIEWS

DIMENSIONS OF GRIEF
Steven R. Shuchter, MD, Jossey-Bass, Inc. Publishers,

San Francisco, CA, 1986, 360 pages.

By CLIFF CRAFTON, MD PhD

The death of a spouse is the most stressful event

in an adult's life and occurs 80,000 times per year.

Dimensions of Grief fleshes out the anatomy of this

stress with clinical vignettes to illustrate six major

arenas of bereavement. Dr. Shuchter also presents six

grief tasks for the bereaved that parallel these grief

areas. As a conclusion to this engaging book. Dr.

Shuchter discusses practical therapeutic considera-

tions to aid grieving spouses cope with their loss.

Dimensions of Grief is primarily a personalized ab-

straction of data from a four-year San Diego Wid-

owhood Project completed at University of California

San Diego, School of Medicine. In this study, 49 wid-

ows and 21 widowers completed various assessment

questionnaires and were interviewed from one month
to four years after the death of their spouse. These

interviews occurred every three months for two years

and then at 37 and 49 months so all assessments

avoided anniversary dates. The mean subject age was
50 years with almost one-third subjects being 55 to 66

years old. Over 2,000 pages of interview material were
gathered to provide a solid data base although there

are admitted data collection flaws.

The six dimensions of widow or widower grief

are: 1) experiencing the emotional and mental re-

sponse to grief, 2) coping with these emotional re-

sponses, 3) developing a continuing relationship with

the dead spouse, 4) changing functions in the be-

reaved including health impact, 5) changing relation-

ships with others, and 6) changing identity of the

bereaved. Client interview excerpts forcefully illus-

trate these broad areas in a personal, and sometimes
moving way, so generalized research conclusions are

intimate but not anecdotal.

The early emotional and mental spousal grief re-

sponses frequently force avoidance or emotional

"numbness" to prevent being overwhelmed. Mem-
ories, places, or articles associated with the deceased

spouse may "trigger" emotional responses that at-

tenuate and usually cease by two years. The diverse

feelings can span anger to guilt to helplessness, and

even relief. Mental disorganization with forgetting and

inability to concentrate and attend the tasks com-

monly occurs for the first few days and weeks but

largely abates by six months. Postponed or late mental

disorganization that persists may reflect a depression

stimulated by death of the spouse.

Coping with emotional pain of spousal death

spawns complex adaptive responses. These re-

sponses include acute transient disbelief of the death,

emotional overcontrol, and alterations in perspective

of deceased's death by intellectualization, rationali-

zation or even humor. Faith, keeping busy, and in-

volvement with other enhances the widow's or wid-

ower's ongoing functioning.

Death kills the marriage relationship in a physical

sense only. Powerful marriage attachments are "so

deep that the mere fact of physical death cannot truly

disrupt these bonds" according to Dr. Shuchter. This

normal grief component may lead to sensory expe-

riences or strong beliefs of the deceased being near

or somehow present. Symbols of the deceased spouse,

offspring of the marriage, identification with certain

behaviors or values of the deceased all nourish a

maintained but very new relationship with the dead

spouse.

Health is affected by bereavement. Symptoms are

frequently found in virtually all body systems and

suggests extra attention to physical health in the first

year of bereavement. While depression and alcohol-

ism commonly occur in bereavement, suicide is rare.

The study showed that vocational and social func-

tioning initially suffer only to recover and possibly

improve if the marriage hampered growth in these

areas.

Relationships, especially family relationships, are

impacted by grief. Single parents may delay their grief

to provide for their children, especially younger ones.

In-law relations usually worsen by loss of the common
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tie between the two families. Old friends may relate

with empathy and be helpful, or withdraw and dis-

appoint possibly due to their conflicts about death.

New friends form relationships with the bereaved

spouse as a single individual rather than half of a

couple and can be a positive factor. Heterosexual re-

lationships may be conflictual for the living spouse

who maintains need of relationship but feels it not

proper. Permission or encouragement by the de-

ceased spouse before death for a new relationship

promotes such a union. Prolonged terminal illness by
the spouse retarded new heterosexual relationships

as did realistic pension, insurance, and Social Security

considerations. In this four-year study, one-fourth of

the subjects remarried, usually within two years. In-

terestingly, one-half of the widowers remarried con-

trasted to one-tenth of the widows, possibly related

to fewer potential mates or reticence to lose newly
gained autonomy. Remarriage did not terminate grief

and could briefly generate an intense reawakening of

these feelings. Sexual interest decreased acutely in

most instances but one-half of the male and female

surviving spouses developed some kind of sexual re-

lationship within the four-year study period. There

were positive effects and few significant sexual prob-

lems if the past sexual history was problem free.

Identity changes in the surviving spouse are

manifold and significant. Bereavement can thrust the

grieving spouse to adolescent-type identity questions.

Being single demands a new orientation, loss of close

confidant, and frequent economic repercussions. Al-

though grief encourages regression and negative self-

image, in two years' time, the survivor usually has a

positive self-image from having coped with a painful

experience, acquired new necessary skills, and is thus

more self-sufficient. The bereaved spouse evolved

more assertion yet can accept limitations of self and
others. Nuturing others is generated, especially in

widowers, forced into this role during or after their

mate's death. Frequently, early grief leads to purpose

and direction uncertainty. Subsequently, new beliefs

arise that may recognize the preciousness, beauty and
richness of life coupled with awareness of other's suf-

fering. Future goals and direction incorporated into

a new identity require two or more years for forma-

tion.

Dr. Shuchter states that the six dimensions of

grief dictate six tasks of grief. The first two tasks in-

volve experiencing and integrating the powerful grief

emotions and coping with them. The reality of the

loss must be recognized but consistent with some
level of adaptive functioning. Cataclysmic emotions

must be dampened to allow eating, thinking and
sleeping. Acute hypnotic or anxiolytic use may be

indicated at this time. With other bereaved, their

stoney denial may need sympathetic confrontation by

talk about the deceased, of their good times, or their

final time together. The psyche must be allowed an

equilibrium of protective denial and distortion con-

sistent with unfolding awareness of the reality of the

loss. Coping mechanisms of maintaining daily sched-

ules, visiting, reading, favorite activities, or work may
be helpful to generate adaptation to life without a

marriage partner. The acute commonplace mental dis-

organization and decreased productivity must be

understood as transient coping devices that will self-

regulate back to normal in time. A new relationship

with the dead spouse begins to grow as the reality of

the death is accepted. The spousal relationship is not

terminated but is tempered by recognition of the trag-

edy simultaneously with the decision to proceed with

life although touched and influenced by the past re-

lationship. An emotional niche is prepared and main-

tained for the dead spouse in which memories, feel-

ings, dreams, and legacies are respected as the

survivor's life progresses. The fourth survivor task

involves continued vocational and social functioning

and medical vigilance for a variety of stress-related

medical problems. New relationships are nurtured

and old ones altered as the fifth task which led to

remarriage for one-fourth of the study population.

The final task involving two or more years after death

of the spouse is developing an integrated, self-con-

cept with a stable world perspective.

In essence, the therapeutic stance in treating

spouses with grief, according to Dr. Shuchter, is de-

scribed by the dermatology maxim: If the grief process

is too ''dry'' (devoid of grief), wet it and if too wet

(overwhelming grief), dry it. The therapist must first

evaluate progress in each task of grief to proceed in

an organized and effective manner. The therapist will

support, tolerate, and explain the wide scope of nor-

mal grief expressions. Dr. Shuchter stated complete

empathy for the bereaved spouse requires “some kind

of loss" by the therapist. The therapist promotes ca-

tharis but with a gradual presentation and some be-

reaved may adjust without open expression of emo-

tion. The therapist simply insures feelings have been
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recognized, experienced, and integrated. Scrutiny for

stressors including death arrangements, financial

concerns, legal matters, and health problems may ne-

cessitate referral to family, friend or a professional.

Relationships in the family, with friends or romantic

interests may require counseling attention. Support

groups can be recommended to engender new iden-

tity evolution.

I strongly recommend this book as a helpful aid

for all physicians who see grief-strickened patients.

It is so readable that it could be kept in the office for

loan to a grieving spouse. The physician coping with

his own grief, not necessarily from spouse loss, or

wanting to attend to the bereavement of others will

benefit greatly by reading this book.

Dr. Crafton is Medical Director of Children's Program at Greenbrier

Hospital and Program Director of the Adolescent Unit at Southeast

Louisiana Hospital. He maintains a private psychiatry practice in the

Mandeville-Covington area.

BOOKS RECEIVED:

The JOURNAL seeks reviews of the following books. In-

terested physicians should contact Frack
J.

Ilardi, MD, Book

Review Editor, 5000 Highway 190, Suite D-3, Covington,

LA 70433.

CLINICAL ELECTROCARDIOGRAPHY: A
PRIMARY CARE APPROACH
Ken Grauer, MD, R. Whitney Curry, ]r., MD;
Oradell, NJ, Medical Economics Books, 1987, 544

pages.

OB/GYN EMERGENCIES: THE FIRST SIXTY
MINUTES
Roy Farrell, MD (ed); Rockville, MD, Aspen
Publishers, Inc., 1986, 340 pages.

ENDOCERVICAL CARCINOMA: A
CERVICOSCOPIC ATLAS
Minoru Ueki, MD; St. Louis, MO, Ishiyaku

Euroamerica, Inc., 1987, 90 pages.

THE CLINICAL GENETICS HANDBOOK
Ruth Berini (ed); Oradell, NJ, Medical Economics
Books, 1986, 385 pages.

GERIATRIC MEDICINE ANNUAL 1987

Richard J. Ham, MD (ed), Oradell, NJ, Medical

Economics Books, 1987, 284 pages.

INTERPRETING CARDIAC DYSRHYTHMIAS
Marcus Wharton, MD, Nora Goldschlager, MD;
Oradell, NJ, Medical Economics Books, 1986, 241

pages.

ERRATUM

In the article "Fatal perinatal hepatitis: A case

report and summary of current recommenda-
tions" (JOURNAL, June 1987, page 42), the

authors names were inadvertently omitted. The

authors were Drs. F. Bennett Pearce, Douglas C.

LaGarde and Jay P. Goldsmith. The JOURNAL
regrets the error.
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OTOLARYNGOLOGY/
HEAD & NECK SURGERY REPORT

OTOPLASTY FOR PROMINENT EARS

FELIX P. BOPP, MD; MACK L. CHENEY, MD
PAUL A. BLAIR, MD

A well-planned and executed otoplasty can

significantly influence both the psychological well-

being and cosmetic appearance of the patient with

prominent ears. In this paper we examine the

characteristics of two different types of prominent
ears and their repair. Each patient's problem

should be individually analyzed and the repair

customized to the particular anatomic deformity.

P
rominent or protruding ears can exhibit an im-

portant role in the psychologic, social and aca-

demic development of a young person. The harass-

ment brought on a child with protruding ears from

the teasing of other children has been a very common
complaint by concerned parents.

CASE 1

In a 7-year-old male with a lifelong history of prom-

inent ears, physical examination revealed bilateral hy-

perconcavity of the conchal bowl. He had a normal

antihelix and helical fold.

The surgical correction included excision of post-

auricular skin, shaving the posterior conchal cartilage

and suturing the conchal cartilage to the mastoid per-

isteum (Figs 1-4).

CASE 2

In a 5-year-old female with prominent ear since birth,

physical examination demonstrated absense of the

antihelical fold, as well as hyperconcavity of the con-

chal bowl.

A modification of the Naumann technique 1 was
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Fig 1. Patient with hyperconcavity of concha (pre- Fig 4. Post-op appearance,

op).

Fig 2. Typical post-auricular eliptical incision made
for access to posterior conchal bowl.

22

Fig 3. Eleven blade scapel used to shave cartilage.
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Fig 7. Post-op appearance.

used to reconstruct her auricle; consisting of recrea-

tion of the antihelical fold, conchal shave and set back

(Figs 5-7).

DISCUSSION

The anatomical abnormality responsible for the prom-

inent ear may be one or a combination of the following

anatomic defects; poorly-developed antihelix, inade-

quate folding of the antihelix, hyperconcavity of the

concha and/or an enlarged lobule. These deformities

can cause the ear to protrude from the side of the

head at 20° to 150°. 2

One or both ears may be affected by these an-

omalies as was evident in our case studies showing

brother and sister being affected. Support of the he-

reditary nature of the prominent ear is derived from

other authors reporting cases, which demonstrate in-

heritance through generations of certain families. 3

The surgical correction of the prominent ear

known as otoplasty was first described by Dr. Edward
Ely in 1881. 4 There have been many surgical changes

and modification with the most significant being the

reconstruction of the antihelix, first described by Dr.

Luckett in 1910. 5

Otoplasty represents a wide range of procedures

today which can be done with local anesthesia but is

performed under general anesthesia in most cases.

There are several variations of the surgical technique

Fig 5. Patient with protruding ears secondary to

poorly-developed antihelix.

Fig 6. Proposed site for reconstruction of antihelix.
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which produce pleasing cosmetic and functional re-

sults.

The surgical approach must be designed to the

specific anatomic defect responsible for the protrud-

ing ears. Some will require only the most simple tech-

nique; excision of post-auricular skin and suturing the

conchal cartilage to mastoid periosteum. The more
extreme cases will require reconstruction of the an-

tihelix, removal of some conchal cartilage, weakening

of the cartilage spring or any combination of the above .

5

CONCLUSION
The goals in reconstruction of the prominent ear are

to create natural appearing, symmetrical ears which

more closely approximate the skull. This will enhance

their appearance and in the child can reduce the psy-

chological trauma that they frequently endure.
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TAKING THE PAIN OUT OF CYSTOSCOPY:
A COMPARISON OF RIGID WITH

FLEXIBLE INSTRUMENTS

T. ERNESTO FIGUEROA, MD; RAJU THOMAS, MD
TIMOTHY D. MOON, MD



Cystoscopy has been performed for 180 years

and during that time, improvements have been

made in the optics and illumination within the

rigid sheath. The flexible instrument constitutes a

major development in this equipment. A
comparison of a rigid and flexible instrument in 50

patients demonstrated no difference in visual

efficacy while markedly reducing patient

discomfort.

Cystoscopy is probably the most frequently per-

formed procedure by urologists. Tulane's pro-

gram alone performs 150 to 200 cystoscopies per

month. The most frequent indications for cystoscopy

are shown in Table 1.

Traditionally, cystoscopy is performed in the li-

thotomy position with the instillation of local anes-

thestic into the urethra. While this is generally sat-

isfactory in females and in the majority of older men,
there is a significant group for whom there have been

problems. Approximately 5% to 10% of male patients

will require sedation, usually intravenous diazepam,

in order to introduce the cystoscope. Pain in the male

is encountered because the rigid cystoscope straight-

ens out the urethra, which naturally conforms to a

curve. Many older patients have hip problems making
the lithotomy position quite difficult. Young adult

males form a transition zone between children, who
universally require anesthesia, and the elderly, who
virtually never require anesthesia. While cooperation

should not be a problem, apprehension and pain

threshold do place limitations on cystoscopy under
local anesthesia in this group. Finally, patients who
cannot be moved to the cystoscopy suite have pre-

viously been denied cystoscopy.

Flexible cystoscopy was first reported in 1973, 1

but it was almost 10 years later in 1982 before the first

significant use of the instrument for cystoscopy was
reported. 2 The first American report of its use oc-

curred two years later 3 and its general use is rapidly

increasing.

Initially, the only instruments available were the

cholydochonephroscopes, but now, slightly larger

(15F), optically more effective instruments are avail-

able.

Published studies have compared the efficacy of

flexible cystoscopy with rigid endoscopy 3 or the ability

to catheterize the ureteric orifices for the purposes of

ureteric catheter placement prior to endourological

TAITABLE 1

INDICATIONS FOR CYSTOSCOPY

No. Cases

Bladder Tumor Recheck 13

Prostatic Hypertrophy 13

Lower Tract Irritative Symptoms 8

Prostatic Nodule 8

Hematuria 5

Impotence 2

Stricture 1

procedures. 4 Recently, we compared patient percep-

tion of pain for consecutive flexible and rigid cystos-

copies in 50 patients.

PATIENTS & METHODS
A total of 50 male patients (ages 26-85) underwent

both flexible and rigid cystoscopy. The patients formed

a sequential group, seen in the clinic for routine cys-

toscopy, for whom flexible cystoscopy was not con-

traindicated. Gross hematuria at the time of cystos-

copy was an absolute contraindication while the

performance of another procedure made it inappro-

priate (e.g. optical urethrotomy). Patients were asked

to subjectively evaluate the amount of their discom-

fort by assigning a number to their sensation (zero

for no discomfort at all, 10 for the worst pain imagin-

able).

The Olympus CHF-P10 Flexible Nephrocysto-

scope and the Olympus OES #21 Fr. rigid cystoscope

were used for this study. The urethra was anaesthe-

tized with 2% xylocaine gel, inserted five minutes

prior to the procedure. The flexible cystoscope was
used first in most patients. Because of the comparative

nature of the study, all patients were positioned in

the dorsal lithotomy position. The flexible cystoscope

was introduced and passed under direct vision. The

bladder was inspected in the usual manner. The blad-

der neck was easily visualized with a retroflexed in-

strument. The procedure was then repeated with the

rigid cystoscope using standard techniques. The in-

strument was again passed under vision.

RESULTS

Flexible cystoscopy was performed on 50 patients.
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TABLE 2

COMPARISON OF VISUAL FINDINGS

Flexible Rigid

Vision 44 equal 44 equal

Ureteric Orifices 2 not —
seen

Bladder Tumor 1 missed 1 missed

Bladder Spasm —
1 vision hopeless

Severe Pain —
1 cystoscopy not

possible

However, only 49 patients were able to tolerate rigid

cystoscopy. One patient was not able to tolerate rigid

cystoscopy despite 10 mg. of diazepam IV. The in-

dications for cystoscopy are listed in Table 1. A com-

parison of the visual findings is shown in Table 2. In

44 patients the vision from both instruments was
equally satisfactory. Early in the study, the ureteric

orifices could not be identified in two patients with

the flexible cystoscope.

One small (0.3 cm) bladder tumor was missed,

during the learning phase, with the flexible instru-

ment, and one bladder tumor was missed with the

rigid instrument. After successful cystoscopy of two
patients with the flexible endoscope, rigid cystoscopy

was inadequate due to bladder spasm induced by

discomfort incurred by the passage of the rigid in-

strument.

Evaluation of patient discomfort demonstrated a

marked reduction in discomfort with the flexible scope

(Table 3). The mean score for the flexible scope was
1.37, while that for the rigid was 6.76. This difference

was highly significant at the p<0.001 level. Of interest

is the finding that flexible cystoscopy is virtually pain-

less for the majority of the patients (median score = 1).

DISCUSSION

Over the last couple of years the flexible cystoscope

has demonstrated equal efficacy to the rigid forerun-

ners. In terms of patient position and patient tolerance

it is obviously a superior instrument. Further expe-

rience shows that this improvement does not com-
promise diagnostic capabilities. This feature of patient

tolerance should allow us to investigate the “age bar-

rier," below which, general anesthesia is required.

Certainly our own, albeit limited, observations of

young adult males in their 20s have demonstrated that

TABLE 3

PATIENT COMFORT

N Mean Score3 Median

Flexible 49 1 .37 ± 1 .56b
1

Rigid 49 6.76 ±2.94 7 p<0.001 c

a Patient perception of pain rated on a score of zero to 1 0 (zero = no

pain, 10 = worst pain imaginable),

b Standard Deviation

c Student “t” test

cystoscopy is extremely well-tolerated with only top-

ical anesthesia. I believe it is likely that cystoscopy in

cooperative teenagers will also be possible. The sit-

uation for women is less dramatic as the benefits are

not as obvious. The female urethra allows passage of

a rigid instrument with ease, although the lack of

necessity for the lithotomy position may be critical for

some.

In summary, the flexible cystoscope forms a sig-

nificant development in the urologist's armamentar-

ium. It is tolerated much better than its rigid coun-

terpart and does not require the lithotomy position

which many patients consider undignified.
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RECOGNIZING THE
RECLUSE SPIDER BITE IN CHILDREN:

NECROTIC ARACHNIDISM

E. JAMES ANDERSON, MD, FAAP

A recent case of envenomation by a spider,

presumed to be the brown recluse spider

(loxosceles reclusa), will be discussed. When the

incident cannot be documented by positive

identification of the inflicting spider, the resulting

condition can be defined as necrotic arachnidism.

The gangrenonecrotic skin lesion that occurs, and
the changes that unfold the next several hours can

be so characteristic of loxoscelism that there leaves

little doubt as to the etiology. It is the hope of the

author to acquaint the practitioner with those

characteristics that help define necrotic

arachnidism. Practical treatment and new
applications as performed in this case are

illustrated, perhaps lessening the morbidity of this

potentially life threatening disease.

Venomous painless bites in children often go un-

detected until the host reaction at the skin site

has been discovered. Positive identification of the cul-

prit at this point in time is improbable, and a definitive

plan of action must be generalized. Skin involvement

may range in scope from an insignificant papule or

macule, urticarial wheal, a bleb or blister, depending

on the degree of envenomation, skin thickness, and

sensitivity to the arthropod. In a matter of hours,

zones of varving discoloration and enlargement of the

bleb suggest a bite by a venomous animal. The above

circumstances, lack of evidence of a bite mark, and

absence of pain can narrow one's suspicions to a spi-

der bite, namely the brown recluse spider (Loxosceles

reclusa). 1 Inhabiting the south central and gulf coastal

states of North America, Loxosceles has been ac-

countable for scores of case reports in the past two

decades, leaving a rather distinct picture for this di-

agnosis: necrotic arachnidism. 2 All authors report the

characteristic sequence of events over several hours

that follow evenomation: 1) erythema appears; 2) pa-

pule develops and enlarges and becomes surrounded

by a halo of ischemia, or blanching, surrounded by

another area of erythema evolves; 3) the ischemic cen-
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Fig 1. Recluse brown spider, Illustrates the color

and three pairs of eyes.

ter and surrounding erythema become firm; 4) the

center darkens into a black eschar and sloughs in

several days, leaving a slow healing ulcer, that some
researchers liken to pyoderma gangrenosa. The com-
plete healing takes several weeks. 3

HABITAT

Loxoscela reclusa is brown to yellow with a dark brown
violin shaped marking on the upper thorax. The av-

erage body length is about one-half inch. Another aid

to identification is the recognition of only three pairs

of eyes rather than the usual four (Fig 1). Found in

the south central states, they frequent dark, secluded

areas, particularly where clothing is stored. This lends

to the common report of the bite being inflicted by a

spider that was entrapped in clothing brought out of

storage. In the more southern areas, they prefer out-

doors, among debris, rocks, etc. 4

CASE 1

A 2-year-old white male was discovered to have an
insect bite on the lower abdomen by a nurserv at-

tendant who reported the incident to his mother. She
described a “large, red, raised area that itched but

was not painful.” When she arrived three hours later,

the area was described as saucer-sized with three

zones: the outer zone was reddish-purple, the inner

zone was the size of a quarter, black and blistered

Fig 2. Case report, Day 5. Three zones of skin in-

volvement with outer most area of erythema,

already peeling as in a first degree burn.

and oozing with a clear fluid; a ring of extreme pallor

was noted between the two zones. The child was
extremely irritable and refused to walk. In the pedia-

trician's office, the lesion was identified as the bite of

a brown recluse spider. The blistered area was de-

brided and cleansed with hydrogen peroxide. The

area was covered with mafenide acetate telfa dress-

ing. Diphenhvdramine was prescribed orally. The

child was examined the next morning. Fie was febrile,

pale and irritable. The blackened area extended out-

ward to involve the ring of pallor and the violaceous

area became firm with a new outer zone of erythema.

Vital signs were stable and fluid intake and output

was adequate.

A CBC showed a leukocytosis (WBC 14,300) with

31% lymphocytes and 69% polymorphoneclear cells

(7 band forms). Hemoglobin was 14.5; hematocrit was
45. Lincomvcin was given intramuscularly. More de-

bridement was performed and mafenide acetate telfa

dressing was continued. On Day 3 there was no fur-

ther progression of skin involvement and clinical im-

provement was evident. Dressing changes were con-

tinued with mafenide and telfa, much as is used in

treating first, second and third degree burn zones.

Healing bv granulation of the central two zones, and

peeling of the outer zone completes the analogy (Fig

2). The brown recluse spider was never located at the

nursery or the home. Interestingly, the family had

been residing temporarilv in an old family house where

spiders had previously been seen. Later attempts to
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recover one were unsuccessful. No similar incidences

have occurred in the nursery. However, three weeks
earlier this patient had been diagnosed and treated

for impetigo because of some bullous lesions on the

buttocks.

DISCUSSION

This case illustrates the effects of enhanced enven-

omation as the spider was probably crushed between

the diaper and abdomen. The classic sequence of

events are most compatible with the diagnosis of

brown recluse spider bite. A Latrodectus (black widow
spider) bite usually presents with two puncture holes,

slight erythema and abrupt onset of severe pain. A
third spider, Chiracanthium (light brown and with

the same distribution as Loxosceles), can cause a sig-

nificant sting but not much skin involvement. 5

Pathogenesis of the brown recluse envenomation

is best summarized as intravascular coagulation, fat

necrosis and hemolysis by enzymatic acivity similar

to rattlesnake venom but more localized. Rapid tissue

damage occurs where there is venom contact to cel-

lular wall. This intramuscular coagulation has a cas-

cading effect on surrounding tissue by embolized and
hemolyzed cells. Fatty areas of the body such as up-

perarms, thighs, abdomen and buttocks have more
involvement. Severe systemic effects and death have

been reported due to hemolysis, embolization and
renal failure (two case reports, but neither confirmed

spider bites). 6

When bites occur where there is an abundance
of fat (buttocks, thighs, upperarm, abdomen) and the

eschar is greater than 1 centimeter, there is underlying

fatty tissue involvement, even beyond the margins of

skin necrosis. This explains the tender firmness that

develops in the zones of erythema. Since healing may
take several months, some surgeons recommend ex-

cision of the eschar if it exceeds 1 centimeter, and
secondary closure with a split-thickness graft. Early

debridement if not excision is certainly advanta-

geous. 7

An outline of the management of a patient who
has been bitten by a brown recluse spider follows.

However, preventive steps should first be considered

and the need to understand the spider's habits re-

emphasized. Storage areas where there is infestation

should be sprayed or cleaned. Clothing, shoes, linens

should be shaken out before use. Activity in wooded

areas requires the prudent use of appropriate protec-

tive coverings, such as boots, gloves, hats, etc. Once
diagnosed or suspected, early cleansing and debride-

ment can minimize the progression by removing the

toxin. Therefore debridement should consist of drain-

age of any vesicles and removal of any dead skin. If

an eschar has already formed, its extent must be eval-

uated for possible surgical excision. There must be

continued observation of the patient for possible sys-

temic manifestations such as hemolysis, hemoglobi-

nuria, thrombocytopenia, uremia and anaphylaxis.

Frequent dressing changes using mafenmide and telfa

may hasten granulation and minimize bacterial in-

volvement. Tetanus prophylaxis, antibiotics, seda-

tion, antihistamines and analgesics should complete

the medical management. Finally, nothing can be more

reassuring to a patient in distress than a confident

physician who has identified the enemy, outlined a

program of therapy and planned for appropriate fol-

low-up. h
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SNAKE BITES IN NORTH LOUISIANA

BENJAMIN M. RUSH, MD; JOHN C. McDONALD, MD;

DOUGLAS N. LILES, MD

The Louisiana State University Medical Center in

Shreveport experience with 82 victims of

poisonous snake bites treated between 1970-1985 is

reported. The species of snakes were identified.

The envenomation levels were recorded; treatment

and results tabulated. There was relatively little

permanent morbidity and no mortality. There was
little correlation between envenomation level and

mode of therapy suggesting less than ideal

standardization of therapy. Thus, a standard

therapeutic protocol is recommended which is

suitable for snake bites in Louisiana.

The literature on therapy of snake bites is sub-

stantial; however, many reports are from the

southwest where the consequences of this event seem
to be more severe than in our area. In view of this

clinical impression, we determined to analyze our own
experience.

In Louisiana there are six species of poisonous

snakes. 1 These are: 1) cottonmouth, Agkistrodon pis-

civorus leucostoma; 2) copperhead, Agkistrodon con-

tortrix controtrix; 3) pigmy rattlesnake (ground rat-

tler), Sistrurus miliarius; 4) canebrake rattlesnake,

Crotalus horrisus atricaudatus; 5) Eastern diamond
back rattlesnake, Cortalus adamanteus; and 6) Eastern

coral snake, Micrurus fulvius fulvius and Micrurus

fulvius tenere. Only the coral snake is represented by

two subspecies. The Eastern diamond back rattle-

snake has been reported only from Washington and

St. Tammany parishes. The rest of the snakes have a

statewide distribution.

METHODS AND MATERIAL
The records of all patients treated at the Louisiana

State University Hospital in Shreveport from 1970-
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COTTONMOUTH
Agkistrodon piscivorus leucostoma

COPPERHEAD
Agkistrodon contortrix contortrix

PIGMY (GROUND RATTLER)
Sinstrurus miliarius

1985 were reviewed. There were 82 cases. The snake

was identified by the physician in three instances and

by the patient or friends in 52, and was unidentified

in 27.

RESULTS

The characteristics of the patients treated are shown

in Table 1, There are twice as many male patients as

female patients and almost one-third were children

TABLE 2

LOUISIANA SNAKES IDENTIFIED*

Crotaliae Cotton Mouth 8

(Pit Viper) Copperhead

Rattler

32

Ground 8

Eastern Diamond Back 0

Canebrake 7

Elapidae Eastern 0

(Coral) Texas 0

* 52 snakes were identified by patients or friends, thus,

questionable.

the accuracy is

TABLE 1

CHARACTERISTICS OF PATIENTS

Male patients — 58 20 Black — 38 White

Female patients — 24 12 Black — 12 White

Children less than 12 years — 24
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CANEBRAKE RATTLESNAKE
Crotalus horrisus atricaudatus

EASTERN CORAL SNAKE
Micrurus fulvius fulvius

EASTERN DIAMOND BACK RATTLESNAKE
Cortalus adamanteus

less than 12. The youngest patient was one year of

age and the oldest was 72.

The snakes identified are shown in Table 2. Coral

snake bites were not observed and as expected, the

Eastern diamond back rattler was not recognized.

The levels of envenomation observed according

to a standard scheme 2 are shown in Table 3.

In this experience there were no grade 4 patients

and only three with any systemic symptoms. Thus,

TABLE 3

ENVENOMATION LEVELS OBSERVED ACCORDING TO
THE STANDARD CRITERIA

Level Criteria Occurrence

0 Fang marks only 6

1 Location reaction

< 10 cm
53

2 Local reaction > 10 cm 20

3 Systemic symptoms +
any local

3

4 Shock or death 0

either these patients were not severely innoculated or

these snakes are not exceptionally dangerous.

There were 25 bites of the hand and 57 of the feet

or leg. None were on the trunk. There were no bites

by exotic snakes and only one from handling a caged

snake.

Local wound surgery was not commonly done.

Only 16 of the 82 wounds were incised. Three were
done in the field bv the patient or a friend. Five were
incised by the local physician and eight were incised

by the LSU Hospital. Only three of these patients had

any extensive local surgery. They were each bitten on
the finger and had signs of finger compression syn-

drome. Each had a "digital fasciotomy," and one later
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required an amputation of the finger. There was no
lower extremity compartment syndrome and no lower

extremity fasciotomy. No wound had suction applied

in the field as recommended by the lay literature. 3

The eight wounds incised in our institution had ir-

rigation and mechanical suction. There seemed to be

little obvious benefit from incision and suction of this

particular group of snake bites other than when se-

vere swelling threatened the digit.

Antivenin therapy was also used rather haphaz-

ardly. It was used in 21 patients, 10 times prior to

referral. It was used in one of six patients with 0 grade

envenomation, in 10 of 52 patients with grade 1, 9 of

23 patients with grade 2, and 3 of 3 with grade 3.

Two of the three patients with systemic symp-
toms had signs of defibrination and each responded

to antivenin given over a 24-hour period.

Three patients had positive skin tests with anti-

venin and it was not used. These patients had no
systemic symptoms and recovered completely. One
patient who received antivenin developed mild serum
sickness, but there were no other complications from

its use. Antivenin is the mainstay in the treatment of

the defibrination syndrome as well as other gener-

alized envenomations. 5 Copperhead and cotton-

mouth venoms are reported6 as not producing the

defibrination syndrome. However, generalized en-

venomation should be treated with adequate anti-

venin.

All patients had a vein opened and fluid replace-

ment started. Hypovolemia has been demonstrated

to be a major component of shock following enven-

omation. 7 The intravenous route is the only one in-

dicated for antivenin administration. 8 Intradigital use

of antivenin is absolutely contraindicated.

There were three major wound infections and all

of these occurred in patients who were not seen until

several days after the injury.

Sixty-five patients received antibiotics, and 17 did

not receive antibiotics as part of their initial treatment,

and there were no infections in either group. There

was no case of tetanus.

SUMMARY
We have reported a 15-year experience with the treat-

ment of 82 poisonous snake bites. The majority of

these were by unidentified pit vipers. We believe the

following protocol to be effective.

1. Draw blood for type and match, complete blood

count, and coagulation studies. Obtain urinalysis.

2. Start Ringers lactate.

3. Immediate skin test with antivenin if patient shows
signs of envenomation.

4. Lymphatic tourniquet only.

5. Tetanus toxoid. Human antitoxin if needed.

6. Broad spectrum antibiotics.

7. If general envenomation is evident, give five vials

of antivenin IV first hour.

8. Repeat antivenin as needed, guided by coagula-

tion studies, signs, and symptoms.

9. A patient who is sensitive to antivenin, and who
has a life threatening envenomation should be

desensitized. Adrenalin should be available.

10. Local incisin of fang marks with irrigation and

sucking, if it is an early wound. This may be com-

bined with digital fasciotomy if indicated.

11. General envenomation may occur with minimal

signs, and all envenomations are considered le-

thal until proven otherwise.

Nevertheless, most patients with snake bites in

north Louisiana have relatively mild illnesses and a

reasonably conservative approach to treatment is in-

dicated.
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AUXILIARY REPORT

IT IS TIME TO PLACE HONOR
ON THE LINE

VIRGINIA HOPPER

The ceremonies
held on July 4,

1986 celebrating the

100th anniversary of

the Statue of Liberty

and witnessed by all

on television, were
thrilling and moving,

and left all Ameri-
cans with a renewed
pride in our country.

Across our land there

was a ground swell of

patriotism, second only to the emotions we felt a few
years ago on the 200th anniversary of the signing of

the Declaration of Independence.

This year we will celebrate the 200th anniversary

of the adoption of our constitution, the oldest written

national charter in the world. Few expected our con-

stitution to last this long. In 1832, Chief Justice John
Marshall declared that the Union had been preserved
by miracles and the constitution could not last much
longer. But last it did. And now it is almost 200 years

old. 1987 is a patriotic milestone in our nation's her-

itage.

In 1776, four physicians signed the Declaration

of Independence. One of these was Lyman Hall from

Georgia. Of the 38 men who framed our constitution

and signed their names to it, two were physicians.

Both of them were from southern states. Dr. Hugh
Williams from North Carolina and Dr. James Mc-
Henry from Maryland. Some of the other physicians

who were patriots during our nation's youth were

John Archer of Maryland and Theodoric Bland of Vir-

ginia. Both served in the Continental Army and were

early members of our U.S. Congress. James Craik of

Virginia was General Washington's personal physi-

cian and served with him at the Battle of Yorktown.

Hugh Mercer from Virginia and David Ramsey from

South Carolina were in the Revolutionary Army. Al-

together there were 1,400 physicians who fought for

freedom during our nation's War of Independence.

In 1776, the signers of the Declaration of Inde-

pendence placed their lives, their property and their

sacred honor in jeopardy. In the war which followed,

four of these 56 men lost their lives, half of them lost
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all of their property, but research has shown that not

one lost his sacred honor. Four of the signers were
physicians. They surely realized that by putting their

names on this declaration they were proclaiming their

willingness to sacrifice their medical practices and place

their families, their homes and themselves at risk.

This document was important enough that they were
willing to take this risk.

It is time for the physicians in this country and
this state to place their sacred honor on the line, and
to stand up and be counted. It is time for all of us in

the medical community to say, “No more." No more
government encroachment on the private practice of

medicine. No more escalation of malpractice fees. No
more ordering expensive and unnecessary laboratory

procedures because we must practice defensive med-
icine. No more being in such a hurry we cannot take

time to listen to patients and friends, to be there when
someone needs us, to give our time and ourselves to

church, school and community activities and to lend

a helping hand to our fellowman. Our sacred honor

is on the line. Let us all resolve to protect it and to

see that it is not compromised in any way.

Mrs. Hopper (wife of John M. Hopper, MD) is president of the

Southern Medical Association Auxiliary.
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“HERPECIN-L is my treatment of choice for

perioral herpes.” GP, NY

“HERPECIN-L appears to actually prevent the
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“HERPECIN-L*. . . a conservative approach
with low risk/high benefits.” MD, FL

“Used at prodromal symptoms . . . blisters

never formed . . . remarkable.” DH, MA
“(In clinical trials) . . . response was dramatic.

HERPECIN-L . .proven far superior,” DDS, PA

“All patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
the attacks.” MD, AK

OTC. See P.D.R. for information. For samples to make
your own clinical evaluation, write; Campbell Laboratories,

Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

10150

In Louisiana HERPECIN-L is available at all Eckerd,

K & B and Walgreens and other select pharmacies.



Dept, of Anesthesiology, Room 3S50, San Francisco General

Hospital, San Francisco, CA 94110.

September 19-20

Regional Review Course in Hand Surgery, Atlanta, Georgia.

Sponsored by the American Society for Surgery of the Hand.

Contact: American Society for Surgery of the Hand, 3025

South Parker Road, Suite 65, Aurora, CO 80014;

(303)755-4588.

September 19-27

3rd Annual Fall Ultrasound Meeting, London, England and
Paris, France. Contact: Medical Seminars International, 21915

Roscoe Blvd., Suite 222, Canoga Park, CA 91304;

(818)340-0580, ext. 280.

September 27-30

Plastic Surgery of the Breast: The Art & Science, 1987 Up-
date, Sante Fe, New Mexico. Sponsored by the Plastic

Surgery Educational Foundation. Contact: PSEF, 233 North
Michigan Ave., Suite 1900, Chicago, IL 60601; (312)856-1818.

October

October 5

Healing the Child Within: Discovery and Recovery Techni-

ques for Chemical Dependent and Co-Dependent People,

Boston, Massachusetts. Sponsored by the Baltimore City

Area Health Education Center, and the American Medical

Society on Alcoholism and Other Drug Dependencies. Con-
tact: The Resource Group, 7402 York Road, Suite 101,

Baltimore, MD 21204-7519; (301)337-7772.

October 6

Spirituality as a Treatment and Recovery Aid for Adult
Children of Alcoholic and Other Dysfunctional Families,

Boston, Massachusetts. Sponsored by the Baltimore City

Area Health Education Center, and the American Medical
Society on Alcoholism and Other Drug Dependencies. Con-
tact: The Resource Group, 7402 York Road, Suite 101,

Baltimore, MD 21204-7519; (301)337-7772.

October 5-7

6th Annual Cardiology Symposium & Rehabilitation Up-
date, Hotel Meridien, New Orleans, Louisiana. Sponsored
by East Jefferson General Hospital and the American Heart
Association of LA, Inc. Contact: Suzi Weigel, Symposium
Coordinator, East Jefferson General Hospital, 4200 Houma
Blvd., Metairie, LA 70011; (504)454-4145.

October 7-9

Emerging Trends in Critical Care: 1987, Orlando, Florida.

Sponsored by Florida Hospital and Florida Heart Institute.

Contact: Rick Mace, Executive Director, Florida Heart In-

stitute, 500 E. Rollins, Suite 101, Orlando, FL 32803;

(305)897-1575.

October 9-10

Allergy, Immunology and Rheumatology: Review and Up-
date, Kansas City, Kansas. Sponsored by the University of

Kansas Medical Center. Contact: Eileen Buttron, University

of Kansas Medical Center, Office of Continuing Education,

39th and Rainbow Blvd., Kansas City, KS 66103;

(913)588-4480.
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PHYSICIAN
SPECIALISTS.

The Air Force can make you an attractive

offer—outstanding compensation, better

working hours plus opportunities for

professional development, You can have
a challenging practice and time to

spend with your family. Find out what the
Air Force offers a specialist up to age 58.

Call Northern Louisiana

(817) 640-6469 Collect

Southern Louisiana

(504) 586-8317 Collect

Physicians Recognition Award
Sixteen physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during March,

1 987. This award is presented by the American Medical Association to physicians who have voluntarily completed

150 hours of continuing medical education during a consecutive three-year time period. Of these 150 hours, at

least 60 must be in AMA/PRA Category 1 . These sixteen individuals and the cities in which they reside are presented

below.

Alexandria

James Graham Hair, M.D.*

Stephen Henry Norman, M.D.*

Lafayette

Richard George Saloom, M.D.*

Ethel Stackhouse Smith, M.D.*

Baton Rouge

Gloria J. Weir, M.D.*

Metairie

James Bruce Johnson, M.D.*

Fred Henry Rodriguez, M.D.

De Ridder

Frank Godfrey Rieger III, M.D.*

Natchitoches

Howard C. Pomeroy, M.D.*

New Orleans

Donald C. Garcia, M.D.*

Elbert Henry Goodier, M.D.*

Gordon Lee Love, M.D.

Norman E. McSwain Jr., M.D.*

Alexander W. Washington Jr., M.D.*

Shreveport

Charles Edwin Anderson, M.D.

Philip James Garavaglia, M.D.

* These individuals are members of the Louisiana State Medical Society
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INFORMATION FOR AUTHORS
The journal of the Louisiana State Medical Society is intended to

provide practical scientific information of interest to a broad spectrum

of physician members of the LSMS, and to meet the need of each physi-

cian to maintain a general awareness of progress and change in clinical

medicine. The content is designed to aid the practicing physician in

giving comprehensive care and also in recognizing the need for

specialized treatment.

The journal welcomes material for publication if submitted in ac-

cordance with the following guidelines. Address all correspondence
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MANUSCRIPTS should be of an appropriate length due to the policy

of the journal to feature concise but complete articles. (Some sub-

jects may necessitate exception to this policy and will be reviewed
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of the manuscript should be understandable and not beyond the com-
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with adequate margins. (This applies to all text elements: references,

legends, footnotes, etc.) The original and one duplicate should be sub-

mitted. An accompanying cover letter should designate one author

as correspondent and include his/her address and telephone number.

Manuscripts are received with the explicit understanding that they have

not been previously published and are not under consideration by any

other publication. Manuscripts are subject to editorial revisions as

deemed necessary by the editors and such modifications as to bring

them into conformity with journal style. Statements made or opi-

nions expressed by any contributor in any article or feature publish-

ed in the journal are the sole responsibility of the author.

REVIEWING PROCESS. Each manuscript is reviewed by the Editor,

the Editorial Board and/or the Panel of Consultants from which
knowledgeable opinions are sought. The acceptability of a manuscript

is determined by such factors as the quality of the manuscript, perceived

interest to journal readers, usefulness or importance to physicians

in patient care settings, and the current backlog of accepted

manuscripts. Authors are notified upon receipt of the manuscript. When
acceptability is determined, authors will then be requested to sign a

manuscript consent form transferring copyright privileges to the jour-

nal. Accepted manuscripts become the property of the journal and

may not be published elsewhere, in part or in whole, without permis-

sion from the journal. Abstracts may be reproduced without specific

permission, provided acknowledgement of the source is made.

TITLE PAGE should carry [1 ] the title of the manuscript, which should

be concise but informative; [2] full name of each author, with highest

academic degree(s), listed in descending order of magnitude of con-

tribution (only the names of those who have contributed materially

to the preparation of the manuscript should be included); [3] a one-

to two-sentence biographical description for each author which should

include specialty, practice location, academic appointments, primary

hospital affiliation, or other credits (a picture, black-and-white head
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undefined abbreviations, and suitable, without rewriting, for reproduc-
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statement of the manuscript's purpose; [2] the approach used; [3] the

material studied; [4] the results obtained. Emphasize new and impor-

tant aspects of the study or observations.

KEY WORDS should follow the abstract and be identified as such.

Provide three to five key words or short phrases that will assist index-

ers in cross-indexing your article. Use terms from the Medical Sub-

ject Pleading list from Index Medicus when possible.

SUBHEADS are strongly encouraged. They should provide guidance

for the reader and serve to break the typographic monotony of the

text. The format is flexible but subheads ordinarily include: Methods
and Materials, Case Reports, Symptoms, Examination, Treatment and
Technique, Results, Discussion, and Summary.

REFERENCES must be double-spaced on a separate sheet of paper and

limited to a reasonable number. They will be critically examined at

the time of review and must be kept to a minimum. All references

must be cited in the text and the list should be arranged in order of

citation, not alphabetically. Personal communications and unpublished

data should not be included in references, but should be incorported

in the text. The following form should be followed:

JOURNALS
[1] Author(s): Use the surname followed by initials without punctua-

tion. The names of all authors should be given unless there are more
than three, in which case the names of the first three authors are us-

ed, followed by “et al." [2] Title of article. Capitalize only the first

letter of the first word. [3] Name of journal Followed by no punctua-

tion, underscored, and abbreviated according to Index Medicus. [4]

Year of publication; [5] Volume number: Do not include issue number
or month except in the case of a supplement or when pagination is

not consecutive throughout the volume. [6] Inclusive page numbers.

Do not omit digits.

Example: Bora LI, Dannem FJ, Stanford W, et al: A guideline for blood

use during surgery. Am / Clin Pathol 1 979;71 :680-692.

BOOKS
[1] Author(s): Use the surname followed by initials without punctua-

tion. Th names of all authors should be given unless there are more-

than three, in which case the names of the first three authors are used

followed by “et al." [2] Title, Capitalize each word that is not an arti-

cle, preposition, or conjunction of less than four letters. [3] Edition

number, [4] Editors name(s). [5] Place of publication, [6] Publisher,

[7] Year, [8] Inclusive page numbers. Do not omit digits.

Example: DeGole EL, Spann E, Hurst RA |r, et al: Bedside Examina-

tion in Cardiovascular Medicine, ed 2, Smith JT (ed). New
York, McGraw Hill Co, 1986, 23-37.

ILLUSTRATIONS should be submitted in duplicate in an envelope

(paper clips should not be used on illustrations since the indentation

they make may show on reproduction). Legends should be typed on

a separate sheet of paper. Photographic material should be high-

contrast, glossy prints. Patients must be unrecognizable in photographs

unless specific written consent has been obtained, in which case a

copy of the authorization should accompany the manuscript. Omit

illustrations which do not increase understanding of text. Composite

figures and figures labeled A, B, C, etc. cannot be reproduced ade-

quately in column width without loss of detail; therefore, each seg-

ment must be considered a separate illustration. Illustrations must be

limited to a reasonable number (four illustrations should be adequate

for a manuscript of 4 to 5 typed pages). The following information

should be typed on a label and affixed to the back of each illustra-

tion: figure number, title of manuscript, name of senior author, and

arrow indicating top.

TABLES should be self-explanatory and should supplement, not

duplicate, the text. Each should be typed on a separate sheet of paper,

numbered, and have a brief descriptive title.

ACKNOWLEDGEMENTS are the author's perogative; however,

acknowledgements of technicians and other remunerated personnel

for carrying out routine operations, or resident physicians who mere-

ly care for experimental patients as part of their hospital duties are

discouraged. More acceptable acknowledgements include that of in-

tellectual or professional participation.

GALLEY PROOFS will be mailed to the principal author for correc-

tions. Reprint orders will accompany galley proofs.



NEW MEMBERS

Applications for membership have been received from the follow-

ing physicians by the respective parish medical societies as of May
29, 1987. The Louisiana State Medical Society is pleased to welcome:

Calcasieu

James H. Eddy III, MD, 4150 Nelson Rd., Lake Charles 70605. Dr.

Eddy received his medical degree from LSU School of Medicine in

Shreveport in 1982. He specializes in anesthesiology.

Tiberiu Koos, MD, 524 South Ryan St., Lake Charles 70601. Dr.

Koos received his medical degree from the Institutal de Medicina,

Timisoara in Romania in 1963. He specializes in radiology.

Clairborne

Harold D. Tyler, MD, 621 South Main, Homer 71040. Dr. Tyler

received his medical degree from LSU School of Medicine in

Shreveport in 1981. He specializes in general surgery.

East Baton Rouge
Steven E. Lee, MD, 8251 Summa Dr., Baton Rouge 70809. Dr. Lee

received his medical degree from LSU School of Medicine in New
Orleans in 1983. He specializes in anesthesiology.

Iberville

Glen D. Luker, MD, PO Box 100, Plaquemine 70764. Dr. Luker

received his medical degree from LSU School of Medicine in New
Orleans in 1966. He specializes in emergency medicine.

Jefferson

Jeanne F. Eddington, MD, 4315 Houma Blvd., Metairie 70006. Dr.

Eddington received her medical degree from LSU School of Med-
icine in New Orleans in 1982. She specializes in obstetrics & gyne-

cology.

Robert A. Eddington, MD, 4315 Houma Blvd., Metairie 70006. Dr.

Eddington received his medical degree from LSU School of Med-
icine in New Orleans in 1982. He specializes in obstetrics & gyne-
cology.

Charles T. Everson, MD, 1111 Avenue D, Suite 606, Marrero 70072.

Dr. Everson received his medical degree Loyola University Stritch

School of Medicine in Illinois in 1977. He specializes in cardiotho-

racic surgery.

Peter C. Horowitz, MD, 4300 Houma Blvd, Suite 310, Metairie

70006. Dr. Horowitz received his medical degree from Facultad de
Medicina de la Universidad Autonoma de Guadalajara in Mexico
in 1982. He specializes in anesthesiology.

Frederick L. Keppel, MD, 4636 Wichers Dr., Marrero 70072. Dr.

Keppel received his medical degree from LSU School of Medicine

in New Orleans in 1981. He specializes in orthopedic surgery.

Roy A. Kite III, MD, 1101 Avenue D, Marrero 70072. Dr. Kite

received his medical degree from Vanderbilt University in 1976. He
specializes in radiology.

Jill B. Koury, MD, 4315 Houma Blvd., Metairie 70006. Dr. Koury
received her medical degree from Tulane University School of Med-
icine in 1981. She specializes in ophthalmology.

Eugenio C. Labadie, MD, 120 Meadowcrest St., Suite 240, Gretna

70056. Dr. Labadie received his medical degree from the University

of Puerto Rico School of Medicine in 1981. He specializes in ob-

stetrics & gynecology.

Maria A. Ibanez Labadie, MD, 120 Meadowcrest St., Suite 240,

Gretna 70056. Dr. Labadie received her medical degree from the

University of Puerto Rico School of Medicine in 1982. She special-

izes in dermatology.

Bradford C. Lipman, MD, 4500 Wichers Dr., Marrero 70072. Dr.

Lipman received his medical degree from the Medical College of

Georgia in 1981. He specializes in internal medicine.

Victor E. Lunyong, MD, 1514 Jefferson Hwy., New Orleans 70121.

Dr. Lunyong received his medical degree from the University of

Alabama in 1975. He specializes in pediatrics.

Alvin J. Mathews, MD, 4740 Veterans Hwy., Metairie 70124. Dr.

Mathews received his medical degree from LSU School of Medicine

in New Orleans in 1972. He specializes in pathology.

Bharathi Pandit, MD, 1532 Tulane Ave., #W16, New Orleans 70140.

Dr. Pandit received her medical degree from Mysore Medical Col-

lege in India in 1974. She specializes in pediatrics.

Louis D. Snyder, MD, 4700 Wichers Dr., Suite 207, Marrero 70072.

Dr. Snyder received his medical degree from Johns Hopkins Uni-
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70002. Dr. Steinvorth received her medical degree from LSU School

of Medicine in New Orleans in 1983. She specializes in family

practice.
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received his medical degree from the University of Dominica Ro-

seau in Dominica in 1980. He specializes in pediatrics.

Lafayette

Deborah H. Kennedy, MD, 302 Woodbluff, Lafayette 70503. Dr.

Kennedy received her medical degree from LSU School of Medicine
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in New Orleans in 1979. She specializes in anesthesiology.

James M. Lipstate MD, 309 St. Julian, Suite 302, Lafayette 70506.

Dr. Lipstate received his medical degree from Tulane University

School of Medicine in 1980. He specializes in rheumatology.

Michael G. Saalouke, MD, 134 Hospital Dr., Lafayette 70503. Dr.

Saalouke received his medical degree from Damascus University

Faculty of Medicine in Syria in 1969. He specializes in cardiology.
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lagher received his medical degree from the Georgetown University

in 1983. He specializes in internal medicine.
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in New Orleans in 1981. He specializes in general surgery.
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Dr. Unkel received his medical degree from LSU School of Medicine

in New Orleans in 1983. He is a general practitioner.

Orleans
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University of Miami in 1982. She specializes in diagnostic radiology.

Charles R. Brent, MD, 1430 Tulane Ave., New Orleans 70112. Dr.

Brent received his medical degree from the University' of Missis-

sippi in 1980. He specializes in neurosurgery.

George Cowan, DO, 200 Henry Clay Ave., New Orleans 70118.

Dr. Cowan received his degree from Texas College of Osteopathy
in 1982. He specializes in pediatrics.

Raul R. Diaz, MD, 3201 Canal St., New Orleans 70119. Dr. Diaz

received his medical degree from LSU School of Medicine in New
Orleans in 1981. He specializes in orthopedic surgery.

Michael P. Dolan, MD, PO Box 29304, New Orleans 70189. Dr.

Dolan received his medical degree from Jefferson Medical College

in Pennsylvania in 1966. He specializes in occupational medicine.

Stephanie Gilbert-Schoenberger, MD, 1430 Tulane Ave., New Or-

leans 70112. Dr. Gilbert-Schoenberger received her medical degree

from LSU School of Medicine in New Orleans in 1976. She spe-

cializes in diagnostic radiology.

William D. Hardin Jr., MD, 1430 Tulane Ave., New Orleans 70112.

Dr. Hardin received his medical degree from Tulane University

School of Medicine in 1979. He specializes in pediatric surgery.

Ann C. Henderson-Tilton, MD, 1542 Tulane Ave., New Orleans

70112. Dr. Henderson-Tilton received her medical degree from the

University of Texas at Galveston in 1978. She specializes in child

neurology.

Steven D. Jones, MD, 10555 Lake Forest, New Orleans 71027. Dr.

Jones received his medical degree from Tulane University School

of Medicine in 1981. He specializes in general surgery.

Ernest J. Kaminiski, MD, 1514 Jefferson Hwy., Jefferson 70121.

Dr. Kaminiski received his medical degree from Northwestern Uni-

versity in 1983. He specializes in internal medicine.

Keith C. Kappel, MD, 9661 Lake Forest Blvd., #290, New Orleans

70127. Dr. Kappel received his medical degree from LSU School of

Medicine in New Orleans in 1982. He specializes in pediatrics.

Howard J. Osofsky, MD, 1542 Tulane Ave., New Orleans 70112.

Dr. Osofsky received his medical degree from New York State

College of Medicine in 1958. He specializes in psychiatry.

Pravinkant R. Talati, MD, 1000 Howard Ave., #701, New Orleans

70113. Dr. Talati received his medical degree from Ahmedabad
Science College in India in 1977. He specializes in family practice.

Warren E. Trask Jr., MD, 1430 Tulane Ave., New Orleans 70112.

Dr. Trask received his medical degree from Tulane University School

of Medicine in 1978. He specializes in psychiatry.

Ramon Vargas-Rivera, MD, 147 South Liberty, New Orleans 70112.

Dr. Vargas-Rivera received his medical degree from the National

University of Mexico in 1971. He specializes in clinical pharma-

cology.

Roger L. Wortham, MD, 4400 Duaphine, New Orleans 70142. Dr.

Wortham received his medical degree from Meharry Medical Col-

lege in Tennessee in 1981. He is a general practitioner.

Ouachita

Stephen K. Horne, MD, Route 2 Box 350-A, West Monroe 71291.

Dr. Horne received his medical degree from the University of Dom-
inica Roseau in Dominica in 1982. He specializes in family practice.

Robert D. Marx, MD, 4801 South Grand, Monroe 71201. Dr. Marx
received his medical degree from LSU School of Medicine in

Shreveport in 1986. He specializes in urology.

St. Bernard

Marc Bernstein, MD, 9000 Patricia St., Suite 209, Chalmette 70043.

Dr. Bernstein received his medical degree from Tulane University

School of Medicine in 1981. He specializes in cardiology.

Shreveport

Eric S. Bennos, MD, 1530 Line Ave., Shreveport 71104. Dr. Bennos

received his medical degree from LSU School of Medicine in

Shreveport in 1982. He specializes in diagnostic radiology.

Marsha Friedrich, MD, 865 Margaret Place, Shreveport 71115. Dr.

Friedrich received her medical degree from LSU School of Medicine

in Shreveport in 1982. She specializes in obstetrics & gynecology.
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Philip J. Garavaglia, MD, 1534 Elizabeth Ave., Suite 115, Shreve-

port 71101. Dr. Garavaglia received his medical degree from Wayne
State University School of Medicine in 1980. He specializes in ne-

phrology.

Dean P. Sandifer, MD, 933 Jefferson Hwy., Shreveport 71104. Dr.

Sandifer received his medical degree from LSU School of Medicine

in Shreveport in 1984. He specializes in internal medicine.

Keith E. Strain, MD, 2551 Greenwood Rd., Shreveport 71103. Dr.

Strain received his medical degree from LSU School of Medicine

in Shreveport in 1981. He specializes in pediatrics.

Gordon L. Webb, MD, 1128 Louisiana Ave., Shreveport 71101.

Dr. Webb received his medical degree from Tulane University School

of Medicine in 1981. He specializes in general surgery.

Terrebonne
Robert W. Clarke Jr. MD, 1027 School St., Houma 70360. Dr.

Clarke received his medical degree from LSU School of Medicine

in New Orleans in 1984. He specializes in pediatrics.
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Nancy L.D. Chandler, MD, PO Box 623, Metairie 70004. Dr. Chan-

dler received her medical degree from LSU School of Medicine in

Shreveport in 1984. She is specializing in general surgery.
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David S. Loeb, MD, 1516 Jefferson Hwy., New Orleans 70121. Dr.

Loeb received his medical degree from the University of Texas at

Dallas in 1985. He is specializing in internal medicine.

David S. McCaul, MD, 1430 Tulane Ave., New Orleans 70112. Dr.

McCaul received his medical degree from Baylor College of Med-
icine in 1980. He is specializing in internal medicine.

Henry A. Mentz III, MD, 1430 Tulane Ave., New Orleans 70112.

Dr. Mentz received his medical degree from LSU School of Med-
icine in New Orleans in 1984. He is specializing in otolaryngology.

Patrice Gendel Whistler, MD, 1542 Tulane Ave., New Orleans

701 12. Dr . Whistler received her medical degree from Tulane School

of Medicine. She is specializing in pediatrics.
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Armon J. Jordon, MD, Route 4 Box 35-A, Keithville 71047. Dr.

Jordon received his medical degree from LSU School of Medicine

in Shreveport in 1983. He is specializing in internal medicine.
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

INNOCENT BYSTANDER

JORGE I. MARTINEZ-LOPEZ, MD

The 9-lead tracing shown below belongs to a 19-year-old black man. It was recorded in the Emergency
Room shortly after he arrived complaining of palpitations. He was taking no medications.

What is your diagnosis? Elucidation is on page 13.
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ECG of the Month
Case presentation is on page 11.

DIAGNOSIS — Wide QRS tachycardia , type to be dis-

cussed

There is a grossly irregular and very rapid tachycardia

(ranging from a low of 115 to a high of 300 a minute),

with wide QRS complexes. Marked variability in the

morphology of the QRS complexes is present

throughout the tracing. A careful search for evidence

of atrial activity fails to reveal sinus or ectopic P waves
or atrial flutter waves. From these observations, the

rhythm disorder can be characterized temporarily un-

der the generic umbrella of irregular wide QRS tachy-

cardia. The mechanism responsible for this arrhythmia

will be the subject of the discussion to follow.

DISCUSSION

Not all wide QRS tachycardias have a common origin.

More than one electrophysiological mechanism must
be taken into consideration. In general, wide QRS
tachycardias can be subdivided into two major cate-

gories: of supraventricular and of ventricular origin.

The distinction between the two types is of extreme

importance because treatment differs.

Supraventricular tachyarrhythmias may be ac-

companied by wide QRS complexes. This can happen
if the supraventricular impulses encounter refracto-

riness downgrade (usually in the right bundle branch)

and are conducted into the ventricles with aberration.

A second way in which supraventricular tachycardias

may display wide ORS complexes is when there is

preexisting unilateral bundle branch block. A final

mechanism responsible for wide QRS complexes dur-

ing supraventricular tachyarrhythmias is when su-

praventricular impulses are conducted into the ven-

tricles across one or more anomalous accessory

pathways (AAP), which bypass the distal conducting

system of the heart and lead to ventricular preexci-

tation.

Ventricular tachycardias, on the other hand, are

always associated with wide QRS complexes because

the ectopic impulses originate in the ventricular mus-
culature or Purkinje network and propagation is ab-

normal. The notable exception to this rule are “narrow
QRS" ventricular tachycardias that originate high in

the distal conducting system, close to the bundle of

His. Wide QRS ventricular tachycardias may be mon-
omorphic (uniform appearance of QRS complexes) or

polymorphic (varied QRS morphologies).

Space limitations do not permit a discussion on

the differential diagnostic features of wide QRS tach-

ycardias. In the tracing shown here, the very rapid

and grossly irregular ventricular rate, and the ever-

changing morphology of the ventricular complexes

heightened our suspicions and led us to believe that

the underlying supraventricular mechanism was atrial

fibrillation associated with ventricular preexcitation.

Not everyone accepted this diagnosis and, during the

discussion that ensued at the beside, the patient spon-

taneously converted to a normal sinus rhythm with

type-B, Wolff-Parkinson-White (WPW) pattern.

The two major types of ventricular preexcitation

may be recognized on the surface ECG during sinus

rhythm. In one, the QRS complexes are abnormally

wide, display a so-called delta wave, as well as sec-

ondary ST-T wave changes. This is termed the WPW
pattern, which can be further subdivided into types

A and B. In the other form of preexcitation, termed

Lown-Ganong-Levine syndrome (but more accurately

Clerc-Levy-Cristesco syndrome), the QRS complexes

are normal in duration and narrow, there are no delta

waves, and secondary ST-T wave changes are absent.

In both types of ventricular preexcitation, the PR in-

terval lasts 0.12 sec or less and there is a propensity

for recurrent reentrant tachycardias.

Patients with ventricular preexcitation are prone

to develop recurrent reentrant tachycardias because

they have one or more AAP that either partially or

completely bypass the intraventricular conducting

system. These pathways are situated in different sites

in the heart and often become one of the limbs of a

reentrant loop. Patients with one or more AAP, there-

fore, have the necessary ingredients for development

of reentrant tachycardias: a) the existence of a poten-

tial circuit with a limb available for antegrade con-

duction and another for retrograde conduction; b) uni-

directional block in one of the limbs; c) slowing of

conduction so that the advancing electrical front does

not encounter a refractory area at any point during

its circuitous journey.

The mechanism responsible for supraventricular

tachyarrhythmias in ventricular preexcitation varies,

but AAP is usually involved directly or indirectly. The

13JOURNAL VOL 139 AUGUST /



tachycardia seen most frequently in patients with

WPW syndrome is reciprocating supraventricular

tachyarrhythmia with normal, narrow QRS com-
plexes; the reentry loop is antegrade through the AV
node, bundle of His, and bundle branch system to

the ventricles, then retrograde across AAP to the

atrium, and back to the AV node. This type of reentry

loop leads to so-called orthodromic reentrant tachycar-

dia. It is rare to encounter patients with WPW syn-

drome who exhibit so-called antidromic reentrant

tachycardia. The reentrant loop in these patients is

antegrade across AAP to the ventricular myocardium
and retrograde through the bundle branch system,

bundle of His, and AV node or across a second AAP
to the atria and back to AAP. Because antidromic

reentrant tachycardia features wide QRS complexes,

this type of supraventricular tachycardia may be con-

fused with ventricular tachycardia, from which it must

be differentiated. Whenever antidromic reentrant

tachycardia is found, multiple AAPs should be sus-

pected.

Not all supraventricular, wide QRS tachyarrhyth-

mias recorded in patients with WPW syndrome are

antidromic. In other words, AAP does not have to be

directly involved in a reentry loop. In this patient,

atrial fibrillation, the primary cardiac arrhythmia, did

not require the presence of AAP for its initiation and

/

or sustenance. However, because of the existence of

AAP, with a shorter refractory period than that of the

AV node, there was preferential conduction of the

atrial fibrillatory impulses across AAP into the ven-

tricles. As a consequence, the ventricular rate became
very rapid and grossly irregular and the QRS com-

plexes showed varied morphology reflecting differing

degrees of ventricular preexcitation. Because AAP was
not an integral part of a loop, it became an innocent

bystander that exerted no braking influence on the

number of supraventricular impulses entering the

ventricles.

Atrial fibrillation with wide QRS complexes is a

most serious and feared complication in the WPW
syndrome. Both digitalis and calcium channel block-

ers are contraindicated in the management of this

arrhythmia. Their use is frequently accompanied by
further acceleration of the ventricular rate and by ven-

tricular fibrillation that may be intractable to treat-

ment.
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OTOLARYNGOLOGY /

HEAD & NECK SURGERY REPORT

COMPLICATIONS OF TRACHEOSTOMY

PAUL A. BLAIR, MD

Tracheostomy like other surgical procedures has

associated complications. These range from an

unsightly scar to death and can be grouped in

three categories consisting of operative, immediate

post-operative and late post-operative periods. A
case report is presented and a discussion of the

complications follow.

A 41-year-old female suffered a gun shot wound to

her right face, mandible and oral cavity. After

surgical repair she had a tracheostomy for airway con-

trol. Five days later, she was decannulated. Four weeks

after decannulation, she started experiencing airway

difficulty progressing to severe stridor and impending

airway obstruction. At this time she was referred to

the Tulane Otolaryngology Head and Neck Surgery

Service. An emergency tracheostomy was performed.

A prolapsed inferiorly-based anterior wall tracheal flap

that was necrotic was discovered blocking the airway.

This was removed. After a second procedure to re-

move granulation tissue, she was decannulated once

again. However, two weeks later she started experi-

encing airway compromise. On exam of the trachea,

there was a collapse of the anterior tracheal wall re-

sulting in narrowing of the trachea. A T-Tube had to

be placed to maintain her airway.

DISCUSSION

In the review of the world literature, Salmon 1 stated

that there was a 42% mortality in cases treated with

tracheostomy but only a 2.7% mortality was attributed

to the tracheostomy itself. The range for mortality was
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0.5% to 3%. In a study of pediatric tracheostomy2 in

patients under age 3, complications were 36% and

mortality from tracheostomy itself was 5.5%. Need-

less to say, tracheostomy has a higher risk in the

pediatric age group.

Complications can be categorized into three

groups: 1) intraoperative 2) early postoperative and

3) late postoperative3 (Table 1).

Hemorrhage can occur in any phase of the op-

erative and postoperative period. In the late period,

any bleeding must require you to think of innominate

artery erosion. Traction on the trachea during the pro-

cedure can lead to bradycardia and possible cardiac

arrest. If the surgical dissection is not precise, a false

passage can result, the recurrent laryngeal nerves can

be injured and a pneumothorax can be created.

Esophageal tear can also result. Air embolism from

tears in large veins can occur during the procedure.

Obstruction of bronchi can result from secretions and
blood that develops during the operative procedure.

In the early postoperative period subcutaneous

emphysema which can lead to pneumothorax, pneu-

momediastinum and occasionally pneumoperito-
neum. This is frequent when the patient needs high

ventilating pressures. Constant surveillance is needed
to prevent accidental displacement of the tracheos-

tomy tube. Apnea secondary to loss of hypoxic drive

can occur in the very early postoperative period.

Tracheostomy tube plugging can occur from secretion

and blood. The use of a double cannula tracheostomy

tube improves the mangement of this complication.

Due to the tethering effect of the tracheostomy tube

which prevents the normal upward movement of the

larynx, dysphagia and aspiration can occur.

In the late postoperative period infection can oc-

cur. In a few hours the tracheostomy site is colonized

by bacteria. This could lead to tracheo-bronchitis,

pneumonia, mediastinitis, pericarditis, cellulitis,

wound infection and/or abscess. Local wound care is

usually sufficient but culture and appropriate anti-

biotic therapy may be necessary. Tracheoesophageal

fistula can cause aspiration and must be evaluated

carefully with a Barium swallow and largygoscopy.

Finally, when the patient's medical condition war-

rants decannulation, the remainder of the late post-

operative complications can become evident. These
include subglottic stenosis, tracheal stenosis, obstruc-

tion from granulation tissue, and, as demonstrated in

TABLE 1

COMPLICATIONS OF TRACHEOSTOMY

1. Operative

a. Hemorrhage

b. Vocal cord and recurrent nerve injury

c. Esophageal tear

d. Bradycardia, cardiac arrest

e. Pneumothorax

f. Air Embolism

g. Obstruction of bronchi

h. False Passage

2. Immediate Postoperative

a. Subcutaneous emphysema
b. Pneumothorax

c. Penumomediastinum

d. Aerophagia

e. Hemorrhage

f. Accidental tube displacement

g. Tracheostomy tube or tracheal plugging

h. Dysphagia or aspiration

i. Apnea

3. Delayed Postoperative

a. Local infection, pneumonia

b. Hemorrhage (must think about innominate artery

erosion)

c. Tracheomalacia

d. Tracheoesophageal fistula

e. Tracheal stenosis

f. Inability to decannulate

1. Uncoordination of laryngeal reflex

2. Subglottic stenosis

3. Tracheal stenosis at tracheostomy site

4. Tracheal stenosis at balloon site

5. Tracheal stenosis at tip of tracheostomy tube site

g. Scarring

h. Tracheocutaneous fistula
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this patient, tracheomalacia due to the loss of anterior

tracheal wall support. This can be corrected with a

tracheal resection, however this has a large number
of complications in itself. Finally, once the patient is

decannualated, an unsightly scar or tracheocutaneous

fistulae can develop.

As always, prevention is the best treatment for

the complications of tracheostomy. Meticulous op-

erative technique and intense postoperative care can

prevent almost all of the complications.

CONCLUSION
Complications of tracheostomy can be numerous and
can occur from the operative period to very later post-

operative period. As shown in this case, problems

can occur once the patient is home and sometimes

forgotten. It is the responsibility of the operating sur-

geon to utilize the proper and safe techniques in tra-

cheostomy and to ensure that the patient received the

necessary postoperative care.
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AUXILIARY REPORT

SUCCESSFUL CHILD ABUSE PROGRAM
EDUCATES CHILDREN AND ADULTS

TERRY OLANO ANSEMAN, MS

Children are the nation's future, yet in our society

children are victimized all too frequently. Each
year in this country 1.8 million children are reported

missing. Although 90% of the 1.8 million fall into

the categories of either runaways or subjects of

parental abduction, one should not negate the

impact of these figures. Each of these categories is

subjected to their own risk factors. Runaways
frequently are victimized on the streets of our large

cities (where they resort to extreme aberrant

behavior in order to survive), while it has been shown
that children of parental abductions are often at risk

of being neglected and abused. Law enforcement sta-

tistics indicated that 2,000 to 3,000 unidentifiable bod-
ies of children are discovered yearly. This threat to

our children appears to have little impact on individ-

uals unless an unfortunate incident has occurred in

their community.

Another issue is the sexual victimization of chil-

dren. National statistics report that one in every four

females and one in every eight males is sexually mo-
lested by the age of 18. This molestation ranges from
fondling to all forms of sexual activity. The conse-

quences of this type of abuse impact the child on

physical, social and psychological levels. To com-

pound this problem, one must consider the fact that

85% of the child victims are molested by someone
they know and trust. The perpetrator can be a male

or female, a neighbor, coach, clergy, close family

friend, a sibling or all too often a parent. The problem

crosses all racial, theological and social economic

boundaries. The National Committee for the Preven-

tion of Child Abuse states that between 100,000 to

200,000 cases of sexual abuse of children are reported

yearly. Furthermore, they propose this represents only

2% of the actual cases. These statistics are not only

alarming, but cry out for our intervention.

A message at the Fifth International Congress on

Child Abuse and Neglect (September 1984) stated that

educational programs may possibly reduce 50% to

75% of child sexual abuse. It is upon this premise that

the Louisiana State Medical Society Auxiliary has pro-

posed a statewide program to educate not only the

children, but also the adults in our state. In order for

a program of this magnitude to succeed, coalitions

need to be formed between parish auxiliaries, mental

health professionals and law enforcement. Such co-

alitions will serve many valuable functions in our
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communities. First, they

will facilitate the imple-

mentation of a compre-
hensive education pro-

gram provided by the

individuals who are ulti-

mately directly involved

with the case investiga-

tions. Second, communi-
cation among the organi-

zations in the communities

will increase. Third, the re-

sult will be a well-orga-

nized program with the

least amount of commu-
nity duplication and interruption of classroom time.

In the spring of 1984, the Lafayette Parish Medical

Society Auxiliary began the organization of a Child

Protection Program. The program entered the Lafay-

ette Parish School System in the fall of 1984 and was
well-received by the community. As of May 1987, the

program has reached over 20,000 students in grades

kindergarten through twelfth in 34 schools. The La-

fayette Parish Child Protection Program is a joint ef-

fort of the parish Auxiliary, the City police depart-

ment, and the University Medical Center Rape Crisis

Center. It is designed to address the issue of "personal

body safety" and is being used as a prototype by other

parish medical society auxiliaries throughout the state.

The Lafayette program contains four compo-
nents: 1) adult education, 2) stranger danger for stu-

dents, 3) friendly foes for students and 4) optional

fingerprinting. The speakers use professionally-pro-

duced videos, role playing and a question and answer

format to provide valuable information to the adults

and students. All speakers are well-trained profes-

sionals, i.e.. Rape Crisis

Center volunteers, law en-

forcement personnel or

mental health profession-

als at the master's level.

Each student receives a to-

tal of two hours of infor-

mation. The adults are

provided with a one hour

presentation and printed

materials. The Auxiliary

members provide finger-

printing services to inter-

ested students in the

schools.

Each community will differ, therefore local parish

medical society auxiliary programs will be indivi-

dualized to fit the needs of the area. In the organi-

zation of the program, each parish auxiliary will serve

as the coordinator and sponsor of their parish pro-

gram. Flexibility and cooperation will lead to the suc-

cess of these programs. Education is the key to pre-

vention. As medical society auxiliary members, we
have the opportunity to assist in the remediation of

these heinous crimes against our children. Through

our dedication and strength, we can coordinate and

sponsor similar programs throughout the state. As
the National Committee on Child Abuse states "It

shouldn't hurt to be a child."

Mrs. Anseman (wife of Norman E. Anseman Jr., MD) is the Chair for

the Lafayette Parish Medical Society Auxiliary Child Protection

Program and the Louisiana State Medical Society Auxiliary Child

Safety Program.

ational statistics report that one in

every four females and one in every eight

males is sexually molested by the age of

18 .
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Frank J. Ilardi, Editor

BOOK REVIEWS

MEDICAL ASSESSMENT OF THE ELDERLY
SURGICAL PATIENT
Gwyn Seymour, MD: Aspen Publishers, Inc., Rock-

ville, MD, 1986, pp. 314

by HENRY ROTHSCHILD, MD, PhD

A person is never too old to undergo surgery to

correct a surgical problem. In England and Wales,

as many patients over 65 are admitted to hospitals by
surgeons as by general physicians and geriatricians

combined. There patients aged 65 and over account

for almost one-fourth of all hospital admissions to

surgical specialties, and patients over 75 account for

one-tenth of such admissions. When psychiatric cases

are excluded, 43% of all hospital admissions in the

over-65 group are in the surgical wards; the figure is

38% for the over-75 group. In the United States, at

least one-third of hospitalized patients 65 and over

will have some surgical procedure. The majority of

the elderly patients are frail women who often require

prolonged periods of rehabilitation in the hospital.

The evidence from these and other countries amply
shows that older medical and surgical patients have
a mean duration of hospital stay that is longer than

that of younger adults.

In the past two decades, both elderly patients and
physicians appear to have developed a greater con-

fidence and competence in surgery for elderly per-

sons. As an example, a dramatic change in attitude

can be seen in the management of femoral neck frac-

tures, for which early operation and mobilization is

now almost universally accepted, whatever the age

of the patient. Even in developed countries, however,
a pool of unmet surgical needs among the elderly is

evident in the general population. Elderly patients

with hernias may be left untreated because of a false

belief that the patient is too old for surgery. Yet even
at the age of 75, life expectancy is another five years

for men and nine more years for women. It is illogical

to argue that surgery on an elderly patient is not

worthwhile on the grounds that long survival could

not be expected simply because of advanced age. The
overall health of each surgical candidate must be con-

sidered, whatever his or her age.

This excellent book by Gwyn Seymour, a senior

lecturer in geriatric medicine at the University of Wales

College of Medicine, covers all the factors needed by
a physician to assess and manage an older patient

perioperatively. Dr. Seymour assigns the contents to

the organ systems in which malfunctions occur in

older patients. Included are chapters on the respira-

tory, cardiovascular, renal, central nervous, and im-

mune systems, each of which is important because of

its pertinence to decreased physiological reserve in

the elderly. There are also worthwhile chapters on

nutrition, wound infection and others forms of sur-

gical sepsis. Fluid balance and deep venous throm-

bosis receive special consideration. Dr. Seymour thor-

oughly covers the pros and cons of many points of

various procedures. One chapter covers the various

laboratory tests in the elderly patient and how their

results should be interpreted. She points out how
many of the laboratory tests are inappropriate and

often worthless. One is guided toward increasing the

safety factor of surgery among old and frail patients

while appreciating the various factors that constitute

good care.

In the next few decades, the number of elderly

patients who need and deserve surgery will rise.

Health plans considering the future hospital needs of

the elderly will have to consider surgical as well as

medical provisions. The author suggests that the best

way to manage such patients is probably to form a

team that includes both a surgeon and a specialist in

geriatric medicine.

Dr. Rothschild is a professor of medicine and anatomy and Head of the

Section of Genetics and Geriatrics at LSU School of Medicine in

New Orleans.
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September

September 1-4

Advanced Course on Plastic Surgery of the Breast, Sante

Fe, New Mexico. Sponsored by the Plastic Surgery Educa-
tional Foundation. Contact: PSEF: 233 North Michigan Ave.,

Suite 1900, Chicago, IL 60601; (312)856-1818.

September 2-3

Advanced Cardiac Life Support Provider Course, Kansas Ci-

ty, Kansas. Sponsored by the University of Kansas Medical
Center. Contact: David S. Baldwin, MPA, Office of Contin-
uing Education, 39th and Rainbow Blvd., Kansas City, KS
66103; (913)588-4488.

September 3-5

Eighteenth Annual Anesthesiology Symposium, Omni In-

ternational Hotel, Norfolk, Virginia. Contact: Fay Schaeffer,

Program Coordinator, Anesthiology Department, Naval

Hospital, Portsmouth, VA 23708.

September 4-6

Social Psychiatry in the Late 80s, Royal Sonesta Hotel, New
Orleans, Louisiana. Joint meeting of the American Associa-

tion for Social Psychiatry and the Louisiana Psychiatric

Association. Contact: Mrs. Charlene Smith, Executive

Secretary, Louisiana Psychiatric Association, PO Box 15765,

New Orleans, LA 70175; (504)891-1030.

September 8-13

Internal Medicine Board Review, Fairmont Hotel, New
Orleans, Louisiana. Contact: Edward D. Frohlich, MD,
Ochsner Medical Foundation, Office of Continuing Medical

Education and Alumni Affairs, 1516 Jefferson Hwy., New
Orleans, LA 70121; (504)838-3702.

September 10-11

Clinical Nutrition Support: A Multidisciplinary Case

Management Approach, Palmer House, Chicago, Illinois.

Sponsored by the American Society for Perenteral & Enteral

Nutrition. Contact: ASPEN, 8605 Cameron Street, Suite 500,

Silver Spring, MD 20910; (301)587-6315.

September 10-12

Advanced Echocardiography Seminar, Innisbrook Resort

Conference Center, Tarpon Springs, Florida. Sponsored by
the Center for Medical Ultrasound, Bowman Gray School

of Medicine. Contact: Bowman Gray School of Medicine, 300

S. Hawthorne Road, Winston-Salem, NC 27103;

(919)748-4505.

26

September 10-13

Cardiopulmonary and Critical Care Medicine: Update and
Board Review, Hyatt Regency, New York. Contact: Brian

Kaufman, MD, Department of Anesthesiology, New York
University Medical Center, 550 First Avenue, New York, NY
10016.

September 17-20

The Life Cycle: Anesthetic Implications, Hotel Meridien,

San Francisco, California. Contact: Patricia A. Dailey, MD,
Dept, of Anesthesiology, Room 3S50, San Francisco General

Hospital, San Francisco, CA 94110.

September 19-20

Regional Review Course in Hand Surgery, Atlanta, Georgia.

Sponsored by the American Society for Surgery of the Hand.
Contact: American Society for Surgery of the Hand, 3025

South Parker Road, Suite 65, Aurora, CO 80014;

(303)755-4588.

September 19-27

3rd Annual Fall Ultrasound Meeting, London, England and
Paris, France. Contact: Medical Seminars International, 21915

Roscoe Boulevard, Suite 222, Canoga Park, CA 91304;

(818)340-0580, ext. 280.

September 27-30

Plastic Surgery of the Breast: The Art & Science, 1987 Up-
date, Sante Fe, New Mexico. Sponsored by the Plastic

Surgery Educational Foundation. Contact: PSEF, 233 North

Michigan Ave., Suite 1900, Chicago, IL 60601; (312)856-1818.

October

October 5

Healing the Child Within: Discovery and Recovery Techni-
ques for Chemical Dependent and Co-Dependent People,
Boston, Massachusetts. Sponsored by the Baltimore City

Area Health Education Center, and the American Medical
Society on Alcoholism and Other Drug Dependencies. Con-
tact: The Resource Group, 7402 York Road, Suite 101,

Baltimore, MD 21204-7519; (301)337-7772.

October 6

Spirituality as a Treatment and Recovery Aid for Adult
Children of Alcoholic and Other Dysfunctional Families,

Boston, Massachusetts. Sponsored by the Baltimore City

Area Health Education Center, and the American Medical
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Society on Alcoholism and Other Drug Dependencies. Con-
tact: The Resource Group, 7402 York Road, Suite 101,

Baltimore, MD 21204-7519; (301)337-7772.

October 5-7

6th Annual Cardiology Symposium & Rehabilitation Up-
date, Hotel Meridien, New Orleans, Louisiana. Sponsored
by East Jefferson General Hospital and the American Heart

Association of LA, Inc. Contact: Suzi Weigel, Symposium
Coordinator, East Jefferson General Hospital, 4200 Houma
Blvd., Metairie, LA 70011; (504)454-4145.

October 7-9

Emerging Trends in Critical Care: 1987, Orlando, Florida.

Sponsored by Florida Hospital and Florida Heart Institute.

Contact: Rick Mace, Executive Director, Florida Heart In-

stitute, 500 E. Rollins, Suite 101, Orlando, FL 32803;

(305)897-1575.

October 9-10

Allergy, Immunology and Rheumatology: Review and Up-
date, Kansas City, Kansas. Sponsored by the University of

Kansas Medical Center. Contact: Eileen Buttron, University

of Kansas Medical Center, Office of Continuing Education,

39th and Rainbow Blvd., Kansas City, KS 66103;

(913)588-4480.

October 11-14

Industrial Problems of the Upper Extremity in the U.S. and
Canada, Ann Arbor, Michigan. Sponosred by the American
Society for Surgery of the Hand. Contact: American Society

for Surgery of the Hand, 3025 South Parker Road, Suite 65,

Aurora, CO 80014; (303)755-4588.

October 19-21

Geriatric Assessment Methods for Clincial Decisionmak-
ing, Bethesda, Maryland. Sponsored by the National In-

stitute on Aging and the NIH Office of Medical Applications

of Research. Contact: Ms. Marti Bernstein, Prospect

Associates, 1801 Rockville Pike, Suite 500, Rockville, MD
20852; (301)468-6555.

October 26-28

Magnetic Resonance Imaging, Bethesda, Maryland. Spon-
sored by the NIH Warren Grant Magnuson Clinical Center
and the NIH Office of Medical Applications of Research. Con-
tact: Sharon Feldman, Prospect Associates, Suite 500, 1801
Rockville Pike, Rockville, MD 20852; (301)468-6555.

November

November 5-7

Advanced Applied Ultrasound in Obstetrics, Naples,

Florida. Sponsored by the Center for Medical Ultrasound,

Bowman Gray School of Medicine. Contact: Registrar, Ultra-

sound Center, Bowman Gray School of Medicine, 300 S.

Hawthorne Road, Winston-Salem, NC 27103; (919)748-4505.

November 7-8

Regional Review Course in Hand Surgery, Indianapolis, In-

diana. Sponsored by the American Society for Surgery of

the Hand. Contact: American Society for Surgery of the

Hand, 3025 South Parker Road, Suite 65, Aurora, CO 80014;

(303)755-4588.

November 13-14

The Distal Radioulnar Joint: Problems and Procedures,

Orlando, Florida. Sponsored by the American Society for

Surgery of the Hand. Contact: American Society for Surgery

of the Hand, 3025 South Parker Road, Suite 65, Aurora, CO
80014; (303)755-4588.

November 13-15

Anesthesia and the Geriatric Patient, St. Louis, Missouri.

Contact: Department of Anesthesiology, Washington Univer-

sity School of Medicine, 600 South Euclid Ave., St. Louis,

MO 63110.

November 14-15

Advances in Pain Management '87, New York City. Con-
tact: Patricia C. Sarles, EdS, Office of Continuing Education,

University of Medicine and Dentistry of New Jersey, NJ
Medical School, 100 Bergen Street, Newark, NJ 07103.

December

December 4-5

Child Development Course, New Orleans. Sponsored by
Alton Ochsner Medical Foundation. Contact: Ochsner Of-

fice of Continuing Medical Education and Alumni Affairs,

1516 Jefferson Hwy., New Orleans, LA 70121; (504)838-3702.
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BOOKS RECEIVED:

The JOURNAL seeks reviews of the following books. In-

terested physicians should contact Track j. Ilardi, MD, Book

Review Editor, 5000 Highway 190, Suite D-3, Covington,

LA 70433.

CLINICAL ELECTROCARDIOGRAPHY: A
PRIMARY CARE APPROACH
Ken Grauer, MD, R. Whitney Curry, Jr., MD;
Oradell, NJ, Medical Economics Books, 1987, 544

pages.

OB/GYN EMERGENCIES: THE FIRST SIXTY
MINUTES
Roy Farrell, MD (ed); Rockville, MD, Aspen
Publishers, Inc., 1986, 340 pages.

ENDOCERVICAL CARCINOMA: A
CERVICOSCOPIC ATLAS
Minoru Ueki, MD; St. Louis, MO, Ishiyaku

Euroamerica, Inc., 1987, 90 pages.

THE CLINICAL GENETICS HANDBOOK
Ruth Berini (ed); Oradell, NJ, Medical Economics
Books, 1986, 385 pages.

INTERPRETING CARDIAC DYSRHYTHMIAS
Marcus Wharton, MD, Nora Goldschlager, MD;
Oradell, NJ, Medical Economics Books, 1986, 241

pages.

ERRATUM

On page 40 of the July issue of the JOURNAL, it

was stated that reprints for the article "Snake
bites in north Louisiana" would not be available.

Reprints may be obtained by writing Benjamin
M. Rush, MD, LSUMC Department of Surgery,

PO Box 33932, Shreveport, LA 71130. The JOUR-
NAL regrets the error.
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Each capsule contains 5 mg chlordiazepoxide HC1 and 2.5 mg
clidinium bromide

Please consult complete prescribing information, a summary of which
follows:

* Indications: Based on a review of this drug by the National Acad-
emy of Sciences—National Research Council and/or other informa-
tion, FDA has classified the indications as follows:

“Possibly” effective: as adjunctive therapy in the treatment of peptic

ulcer and in the treatment of the irritable bowel syndrome (irritable

colon, spastic colon, mucous colitis) and acute enterocolitis.

Final classification of the less-than-effective indications requires fur-

ther investigation.

Contraindications: Glaucoma; prostatic hypertrophy, benign bladder

neck obstruction; hypersensitivity to chlordiazepoxide HCl and/or
clidinium Br.

Warnings: Caution patients about possible combined effects with alco-

hol and other CNS depressants, and against hazardous occupations
requiring complete mental alertness (e.g., operating machinery, driving).

Physical and psychological dependence rarely reported on recommended
doses, but use caution in administering Librium® (chlordiazepoxide HCl/
Roche) to known addiction-prone individuals or those who might
increase dosage; withdrawal symptoms (including convulsions) reported

following discontinuation of tne drug.

Usage in Pregnancy: Use of minor tranauilizers during first

trimester should almost always be avoided because of increased

risk of congenital malformations as suggested in several studies.

Consider possibility of pregnancy when instituting therapy.

Advise patients to discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Precautions: In elderly and debilitated, limit dosage to smallest effective

amount to preclude ataxia, oversedation, confusion (no more than

2 capsules/aay initially; increase gradually as needed and tolerated).

Though generally not recommended, if combination therapy with other

psychotropics seems indicated, carefully consider pharmacology of

agents, particularly potentiating drugs such as MAO inhibitors, pheno-
thiazines. Observe usual precautions in presence of impaired renal or

hepatic function. Paradoxical reactions reported in psychiatric patients.

Employ usual precautions in treating anxiety states with evidence of

impending depression; suicidal tendencies may be present and protective

measures necessary. Variable effects on blood coagulation reported very

rarely in patients receiving the drug and oral anticoagulants; causal rela-

tionship not established.

Adverse Reactions: No side effects or manifestations not seen with

either compound alone reported with Librax. When chlordiazepoxide HCl
is used alone, drowsiness, ataxia, confusion may occur, especially

in elderly and debilitated; avoidable in most cases by proper dosage

adjustment, but also occasionally observed at lower dosage ranges. Syn-

cope reported in a few instances. Also encountered: isolated instances of

skin eruptions, edema, minor menstrual irregularities, nausea and con-

stipation, extrapyramidal symptoms, increased and decreased libido

—

all infrequent, generally controlled with dosage reduction; changes in

EEG patterns may appear during and after treatment; blood dyscrasias

(including agranulocytosis), jaundice, hepatic dysfunction reported

occasionally with chlordiazepoxide HCl, making periodic blood counts

and liver function tests advisable during protracted therapy. Adverse

effects reported with Librax typical of anticholinergic agents, i.e., dry-

ness of mouth, blurring of vision, urinary hesitancy, constipation. Con-
stipation has occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701

PI 0186
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The Air Force can make you an attractive

offer—outstanding compensation, better

working hours plus opportunities for

professional development. You can have
a challenging practice and time to

spend with your family. Find out what the

Air Force offers a specialist up to age 58.

Call Northern Louisiana

(817) 640-6469 Collect

Southern Louisiana

(504) 586-8317 Collect

Dx: recurrent herpes labialis
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HeRpecm-
®

“HERPECIN-L is my treatment of choice for

perioral herpes.” GP, NY

“HERPECIN-L appears to actually prevent the
blisters . . . used soon enough.” DDS, MN

“HERPECIN-L^, . , a conservative approach
with low risk/high benefits.” MD, FL

“Used at prodromal symptoms . . . blisters

never formed . . . remarkable.” DH, MA
“(In clinical trials) . . . response was dramatic.
HERPECIN-L . .proven far superior.” DDS, PA

“All patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
averted the attacks.” MD. AK

OTC. See P.D.R. for information. For samples to make
your own clinical evaluation, write: Campbell Laboratories,

Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

10150

In Louisiana HERPECIN-L is available at all Eckerd,
K & B and Walgreens and other select pharmacies.



SOLAR RETINOPATHY FROM
SUNGAZING IN MEDJUGORJE

RALPH R. NIX, MD; DAVID J. APPLE, MD
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There has been much interest and enthusiasm

generated among the Louisiana population

concerning the reported apparitions of Mary, the

Mother of Jesus, to six children in Medjugorje,

Yugoslavia. In addition thousands of visitors to

Medjugorje have claimed to have observe the

"miracle of the sun," in which the sun is covered

by a black disc and appears to pulsate and emit

bright colors, without any apparent harmful effects

to the eye. The following is a report of four

patients who have suffered retinal damage
associated with sungazing, both in Medjugorje

and in New Orleans. It is hoped that by reporting

these cases that the physicians of Louisiana will

become aware of the risks involved with this

practice, and that appropriate warnings will be

disseminated to patients, friends,

and to the public.

ince the very first day of the alleged visions of

Mary in June 1981, fervor about her revelations

to the world has spread like a contagious wildfire,

especially in Louisiana. Conversions have resulted,

miraculous cures have been reported, and Christians

and non-Christians alike have been challenged to con-

sider the likelihood of Mary paying the world a per-

sonal visit. Several books have already been written

on the subject, documenting the repeated appear-

ances of Mary to the six children in Yugoslavia, de-

tailing accounts of every aspect of these acclaimed

events. The objective authenticity of these unex-

plained phenomenon is, of course, a subject of con-

troversy and speculation for believers and non-be-

lievers alike. 1

Given the special religious temperament and
Catholic history of Louisiana, an amazing number of

our patients are traveling weekly to Medjugorje in

hopes of witnessing the visionaries during the ap-

paritions, and personally observing the supposed mi-

raculous changes in the sun. The voyagers must be

made aware of the serious health risks involved in

voluntarily looking at the sun for more than a mo-
ment. While this report makes no judgment as to the

credibility or truth of the various experiences that have
been reported, our patients need to be reminded be-

fore traveling to Yugoslavia that permanent damage
to the eye can result from prolonged direct focusing

on the sun.

For this reason, it is strongly advised that visitors

to Medjugorje avoid intentionally looking at the sun

to experience the purported mystical changes. Pil-

grims have testified that these phenomenon are no-

ticed accidentally, but by reporting them they should

not encourage others to look at the sun directly in

order to witness the same occurrence.

CASE ONE
A 60-year-old male was first seen on November 14,

1986, with a history of viewing the sun in Medjugorje,

Yugoslavia for approximately 25 minutes, 15 days ear-

lier on October 30, 1986. This occurred at approxi-

mately 3:00 p.m. and was documented by observers

standing in his vicinity. A photograph was later

brought in showing him viewing the sun with his

hand covering or shading his left eye. He stated that

a black disc covered the sun, with brilliant colors ra-

diating and pulsating from around the disc.

Visual acuitv on November 14, 1986 was 20/25 with

correction in the right eye and 20/20 with correction

in the left eye. Visual acuity recorded on January 28,

1985 was 20/20 with correction in each eye, at which

time no retinal changes were observed by his ophthal-

mologist. Positive findings were restricted to the mac-

ula area of both retinas, which were examined with

the Goldman posterior pole contact lens and slit lamp

biomicroscopy. Examination of the right macula re-

vealed retinal pigment epithelial dispersion and
clumping above the fovea. A few small drusen were

the only findings in the left macula.

Retinal fluorescein angiography performed on

November 17, 1986 showed cloroidal shine-through

of dye around the retinal pigment clumping above

the right fovea (Fig 1). No increased dye leakage or

accumulation was present in the later frames of the

right eye. No abnormal findings were seen in the

frames of the left eye.

On February 12, 1987 the patient returned and

stated that he experienced the same phenomenon of

seeing a black disc covering the sun while sungazing

in New Orleans on January 15, 1987 for approximately

15 minutes around 4:00 p.m. Visual acuity at that time

has decreased to 20/30 with correction in the right eye

and 20/20 with correction in the left eye. Re-exami-

nation of the macula areas of both retinas with the

Goldman posterior pole contact lens and slit lamp

biomicroscopy again revealed no abnormal findings

other than a few small drusen in the left macula.

Increased retinal pigment epithelial atrophy with
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Fig 1. Retinal fluorescein angiographic photo-

graph of right eye of patient #1, showing
choroidal shine, through around pigment
clump.

slightly more pigmentary dispersion and clumping

was seen above the right fovea. No associated retinal

sheen was seen at this time.

CASE TWO
A 29-year-old female was first seen on February 5,

1987 and stated that she observed the sun covered by
a black disc with brilliant colors radiating and pul-

sating from around the disc for 15 minutes at 2:30

p.m. in New Orleans on February 3, 1987. She noted

the time before and after this occurrence. She then

summoned a neighbor and attempted to look at the

sun a second time for 15 seconds, five minutes later.

However this time the black disc was not present. She

stated that she has seen a small white scotoma in the

center of both fields of vision since that time.

On February 5, 1987 visual acuity was recorded

at 20/30-2 with correction in the right eye and 20/40

with correction in the left eye. Positive findings were
restricted to both foveal regions, which were exam-

ined with the Goldman posterior pole contact lens

and slit lamp biomicroscopy. Small pinpoint yellow

white lesions were seen within the retina in the upper

portion of both foveas. A few small drusen were also

present in the right macula area. No obvious retinal

edema was present.

Retinal fluorescein angiography was done on

Fig 2. Red-free photograph of right eye of patient

#2, showing (yellow-white) intra-retinal le-

sion in center of macula region.

February 5, 1987 and showed no abnormal dye leak-

age or staining. However the first two red-free pho-

tographs showed the lesions in the center of both

foveas (Figs 2,3).

On February 12, 1987 the patient stated that the

scotomas were smaller and more transparent. The

visual acuity had improved to 20/30 with correction

in each eye. Re-examination of the right macula

showed the yellow white spot in the fovea was be-

ginning to break up, with only yellowish flecks re-

maining with faint grey pigmentation surrounding

the fovea. The yellow white lesion in the left foveal

region appeared unchanged.

On March 26, 1987 the patient stated that the

white scotomas were even smaller and more trans-

parent, but were still present. However minimal ver-

tical and horizontal visual distortion was now pres-

ent. The visual acuity had improved to 20/20 with

correction in each eye. Re-examination of both mac-

ulas revealed small inner lamellar retinal holes in the

upper portion of both foveas where the yellow white

intra-retinal lesions had been present.

CASE THREE

A 34-year-old female was seen on February 26, 1987

with the history of having observed the sun during

a pilgrimage to Medjugorje, Yugoslavia in November
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Fig 3. Red-free photograph of left eye of patient

#2, showing (yellow-white) intra-retinal le-

sion in center of macula region.

Fig 4. Red-free photograph of right eye of patient

#4, showing (yellow-white) intra-retinal le-

sion in center of macula region.

1986. She saw a black disc covering the sun with bril-

liant colors radiating and pulsating from the disc. This

occurred around 3:30 p.m. and lasted about 20 min-

utes. The next day she again attempted to look at the

sun for about 20 seconds. She stated however that

the black disc was not present, and that she has seen

small grey central scotomas in both fields of vision

since that time.

Examination of both posterior retinas with the

Goldman posterior pole contact lens and slit lamp
biomicroscopy revealed two small inner lamellar ret-

inal holes in the center of both maculas. Pigmentary
dispersion and accumulation surrounded the inner

lamellar macular holes.

CASE FOUR
A 37-year-old female was first seen on May 7, 1987

with the history of looking at the sun in Medjugorje,

Yugoslavia on April 28, 1987 for about two minutes.

She covered the left eye, but saw with the right eye

six or seven satellite suns that were bluish in color

spinning around the sun. Twenty minutes later she

saw a pink cloud behind the sun. The center of the

sun appeared gold then turned blue. She observed

this for three minutes. She stated that the vision in

the right eye has been blurred since that time, and

she initially saw a dark central scotoma in the right

field of vision, that now appears white.

Visual acuity on May 7, 1987 was recorded at 20/

25-3 without correction in the right eye and 20/20

without correction in the left eye. Examination of the

right posterior retina with the Goldman posterior pole

contact lens and slit lamp biomicroscopy revealed a

small yellow lesion in the upper part of the foveal

region. No associated retinal edema or pigmentary

dispersion was seen (Fig 4).

DISCUSSION

Solar retinopathy, eclipse burn, or foveomacula reti-

nitis are terms referring to specific retinal changes

following sungazing, associated with eclipse viewing,

sunbathing, regligious rituals, or hallucinogenic drug

usage. Symptoms include central scotoma, chroma-

topsia, metamorphopsia, and headaches. The visual

acuity is usually reduced to 20/40-20/70 initially, but

in most cases it usually returns to between 20/20 and

20/40 over a period of weeks to months. 2

Clinical findings include the initial appearance of

a small yellow white spot within an edematous retina

with minute hemorrhages in the center of the macula.

The spot changes in color after the injury and often

fades from view after 10 to 14 days. The lesion is often

replaced by a small reddish circumscribed inner la-
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mellar retinal hole in the

fovea. With prolonged ex-

posure a more diffuse le-

sion with mottling and
clumping of the retinal

pigment epithelium may
occur. 2 - 3

Retinal fluorescein an-

giography typically shows
no abnormality. Occasion-

ally a hyperfluorescent spot

may be evident in the area

of the lesion during the

early phase of the angio-

gram. The presence of xan-

thophilic pigment in the

foveal area may be respon-

sible for the difficulty in

demonstrating angiographic evidence of minor pig-

ment epithelial damage in some cases. 2

Evidence suggests a great individual variation in

the susceptibility for developing solar retinopathy, as

the cause of the lesion is felt to be a photochemical

injury rather than a thermal injury of the retina and

retinal pigment epithelium. Light toxicity has been

shown to depend on wavelength or color, with sus-

ceptibility to retinal damage increasing rapidly in going

from the green to the blue to the violet range. This is

in addition to the known toxic effect of ultraviolet

light. The longer wavelengths of light (greater than

580 nm) produce mostly thermal-type lesions, while

short wavelengths in the visible spectrum (400 to 580

nm) produce mainly photochemical lesions. 3

Histologically, the effects of light on the retina in-

volves a loss of pigment

cells in the burned area

with the heaping up of pig-

ment cells at the periphery

of the lesion. A coagula-

tion necrosis of the af-

fected retinal elements is

present. Often the foveal

or parafoveal tissue dis-

appears, with formation of

a cyst or hole. 3

Because of the natural

discomfort from staring at

the sun, mankind proba-

bly always has realized that

bright light might harm the

eye. However with the

hope of observing sup-

posed miraculous changes in the sun caution has been

thrown to the wind.
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it is strongly advised that visitors to

Medjugorje avoid intentionally looking

at the sun to experience the purported

mystical changes. Pilgrams have tes-

tified that these phenomenon are no-

ticed accidentally, but by reporting them
they should not encourage others to

look at the sun directly in order to wit-

ness the same occurrence.
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MAGNETIC RESONANCE IMAGING
OF THE FEMALE PELVIS

DRISS CAMMOUN, MD; JOHN A. KALMAR, MD;
TERRY C. HICKS, MD

Magnetic resonance imaging (MRI) is a useful and
noninvasive method for investigating patients with

pelvic masses. It provides good anatomical contrast

resolution of the pelvic organs because the uterus,

vagina, rectum, and bladder have different signal

characteristics. Furthermore, it differentiates cystic

masses from solid tumors and may separate

hemorrhage from serous fluid or abscesses.

A 48-year-old white female was seen in the emer-

gency room with fever and low abdominal pain.

Her past medical history included a vulvectomy for

carcinoma of the vulva several years ago. She was
hospitalized, and as part of the work-up, an MRI scan

of the pelvis was obtained. Spin echo techniques were

used with 10 mm slice thickness, and T\ weighted

coronal (TE-35 msec and TR = 0.5 sec) as well as T2

weighted coronal and sagittal (TE = 35 and 90 msec

and TR = 1.7 sec) images were acquired. A well-cir-

cumscribed 8x6 cm homogeneous mass in the pelvis

on the left side had signal characteristics similar to

urine (Figs 1-3) and compressed the bladder and

uterus. Its appearance was consistent with a simple

cyst such as an ovarian cyst or a mesenteric cyst. A
heterogenous second mass was found on the right

side with high signal intensity on T2 weighted images

(Fig 3). Its signal pattern and location raised the ques-

tion of abscess. The dilated right fallopian tube with

fluid-fluid level (Fig 4) showed signal characteristics

similar to those of the second lesion. The patient

underwent surgery and was found to have a large

intra-abdominal abscess in the right pelvic region sec-

ondary to an infected and partially obstructed right

fallopian tube. A simple mesenteric cyst was found
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Fig 1. Spin echo technique J
A
weighted coronal

(TE = 35 msec; TR = 0.5 sec): abscess (ar-

rowheads) has higher signal intensity than

bladder (straight arrows) and mesenteric

cyst (curved arrow).

on the left side consistent with MRI findings. The
patient required drainage of the abscess and an ex-

cision of the left mesenteric cyst. A total abdominal

hysterectomy and bilateral salpingo-oophorectomy

were also performed. The patient had an uneventful

postoperative course and complete recovery.

DISCUSSION

This case illustrates the ability of MRI to provide im-

ages of the pelvic region with excellent anatomical

definition and improved contrast resolution. Because

they do not emit signals, surgical clips and bowel gas

do not influence the images .

1 Since there is little or

no motion artifact to degrade the images, the artifacts

which hinder interpretation of abdominal MRI are less

of a problem in the pelvis.

There is a high contrast resolution between fat

(high intensity, bright on Tj sequence) and muscle

(low intensity, dark on all sequences). The uterus,

vagina, and cervix have a moderate signal intensity
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Fig 2. Tt weighted coronal (more posteriorly) im-

age using same parameters. Right fallopian

tube (arrowhead) has distinctly different sig-

nal intensity compared to mesenteric cyst

(curved arrow) and bladder (straight ar-

rows). Uterus has intermediate signal inten-

sity (star) on T, weighted scan. Its intensity

is similar to muscles and brighter than urine.

(grey) varying as TE and TR increase. Urine is darker

than muscle on T
x
weighted scan but brighter on T2

weighted images because it has long T
x
and T2 . Nor-

mal ovaries are difficult to separate from bowel loops

because they have similar signal intensity. Cortical

bone and calcium yield very little signal and may not

be imaged unless it is contrasted by surrounding tis-

sues with bright signal. Cortical bone destruction and

small calcifications are better imaged by computed

tomography (CT). Within the uterus on T2 weighted

scans, one can see a low signal separating myome-
trium from endometrium representing the stratum

basale .

2

Masses in the pelvic area are easy to recognize

because T
1
weighted scan provides an excellent ana-

tomical delineation of their margin and shows high

signal intensity if they have a hemorrhagic or fatty



Fig 3. Sagittal T2 weighted (TE = 90 msec; TR = 1.7

sec). Abscess (arrowhead) is brighter than

mesenteric cyst (curved arrow) and bladder

(straight arrows).

content. T2 weighted scans will delineate abnormal
tissues with prolonged T2 . In the case presented, the

abscess on T\ weighted scan has a higher signal in-

tensity than the mesenteric cyst because of its shorter

T
x , and it is brighter than urine on T2 weighted images

because of its longer T2 . Due to relaxation time dif-

ferences, it was easy in this case to differentiate ab-

scess from simple cyst. In general, however, the MRI
appearance of intra-abdominal or pelvis abscess is not

specific. They can be homogeneous or heterogeneous
and Tj and T2 relaxation values can vary depending
on their content. It is difficult to differentiate between
necrotizing tumor, abscesses, and other high protein

or cholesterol-containing fluid collections. 3, 4 Corn-

Fig 4. Sagittal spin-density image (TE = 35 msec;

TR = 1.7 sec) to right of midline. Fluid level

(arrowheads) corresponds to dilated right

fallopian tube.

pared to abscesses, pelvic solid masses are usually

homogeneous and less intense on T2 weighted im-

ages. Measurement of the T:
and T2 relaxation times

is unreliable, and no differentiation can be made be-

tween benign and malignant tumors. MRI can assess

the origin and extension of the neoplasm because of

its capability to perform multiple views in coronal,

sagittal, and axial planes. In the cases of adnexal

masses, MRI can distinguish serous from subacute or

chronic hemorrhagic fluid collections5 because clot-

ting blood has short T
1
and therefore appears bright

on all sequences. It is possible in many instances to

differentiate abscess from a simple cyst by analyzing
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the margins of the lesion as well as the signal hom-
ogeneity. A circumscribed mass with a sharp wall and
homogeneous signal intensity is more consistent with

a serous ovarian cyst. Butler et al2 found that histo-

logically identical cystadenomas have different sig-

nals depending upon their content (cholesterol, pro-

tein, iodine, lipid, etc.). The identification of these

components may have significant implications in the

future.

CONCLUSION
Magnetic resonance imaging promises to become a

very helpful tool for evaluation of the female pelvis

without using ionizing radiation or contrast agents.

MRI has an excellent resolution in the soft tissue and
anatomical delineation with spatial resolution ap-

proaching that of CT.
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BLOOD-ORDERING FOR
OTOLARYNGOLOGY

DEBA P. SARMA, MD; PAUL A. GUILLORY, MD

A retrospective study of blood-ordering practices

and blood use for elective otolaryngologic surgery

was done. In several procedures where blood is

rarely used, routine crossmatching of blood can be

safely substituted by "type and screen." For the

procedures using intraoperative transfusions

regularly, a reasonable number of units should be

crossmatched based on the experience of previous

blood usage. A guideline for preoperative blood-

order is proposed, that if implemented, may
substantially reduce excessive crossmatching of

blood resulting in better utilization of blood

without jeopardizing patient care.

The preoperative request for typing and cross-

matching of blood is a standard practice for elec-

tive otolaryngologic surgery as in other surgical spe-

cialties. The major reason for preoperative blood order

is to provide readily available blood to the patients

suffering from any serious hemorrhage during the

surgical procedure. On receiving the blood order from

the physician the personnel in the blood bank cross-

match the requested number of units of blood and

hold them in a reserved status for the specific patient.

During the reserved period (usually 24 to 48 hours),

this blood is not available to other patients. If the

blood is not transfused to the specific patient, the

blood may become outdated during the holding pe-

riod.

In several studies 1-4 of blood usage in elective

surgical procedure in our institution, the number of

units of blood ordered for crossmatching for a large

number of surgical procedures far exceeds the num-
ber of units of blood actually transfused. Other in-

vestigators have described similar experiences. 5-7 After

analyzing the pattern of blood use in the local hos-

pitals, a guideline for blood-ordering for elective sur-

gery can be suggested. This guideline is based on the

information of how much blood had been used in the
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TABLE 1

BLOOD DATA FOR OTOLARYNGOLOGIC SURGERY, 1976-1977

Procedures

Number of

Patients

Numbers of Units Crossmatched

VS
Number of Units Transfused

(C-T Ratio)

Average Number of Units Crossmatched per Patient

VS
Average Number of Units Transfused per Patient

Thyroglossal cyst excision 1 2/0 (0) 2/0

Caldwell-Luc procedure 3 9/1 (9) 0.33

Caldwell-Luc procedure with

ethmoidectomy 1 2/1 (2) 2/1

Ethmoidectomy 1 2/1 (2) 2/1

Glossectomy,

hemiglossectomy 2 4/0 (0) 2/0

Glossectomy with

mandibulectomy 2 6/0 (0) 3/0

Glossectomy,

mandibulectomy and

radical

neck dissection 2 9/4 (2.25) 4.50/2

Laryngectomy 7 24/12 (2) 3.43/1.71

Laryngectomy with radical

neck dissection 17 66/29 (2.28) 3.88/1.71

Mandibulectomy 1 2/0 (0) 2/0

Mandibulectomy with radical

neck dissection 2 7/2 (3.5) 3.5/1

Mandibular or maxillary

osteotomy 2 6/0 (0) 3/0

Maxillectomy 5 22/9 (2.44) 4.4/1 .8

Maxillectomy with radical

neck dissection 1 4/4 (1) 4/4

Radical neck dissection 19 79/28 (2.82) 4.16/1.47

Tumor of palate excision 2 6/0 (0) 3/0

Averages have been rounded to the nearest 0.01 for each procedure.

MATERIALS AND METHODS

For a 24-month period (January 1, 1976 to December

31, 1977), all patients who underwent various elective

otolaryngologic procedures were identified from the

operating room record. The blood bank records of

those patient were reviewed to determine the number

of units of blood (whole blood and packed red cells)

that were crossmatched preoperatively and the num-

ber of units transfused for each patient. The blood

may have been used intraoperatively or within 24

hours postoperatively. This information was summed
and averaged for each procedure.

The patients for whom no crossmatching was re-

quested were excluded from the study.

50

past for a specific surgical procedure to suggest how
much blood should be crossmatched preoperatively

for the same procedure. For the cases in which blood

usage during surgery is negligible, a “type and screen"

(T&S) of blood can be a safe alternative to type and
crossmatch. 810 In T&S, the patient's red cells are typed

for ABO-Rh and his serum is screened for unexpected

antibodies but actual crossmatching between the do-

nor's red cells and the recipient's serum is not done.

Blood bank keeps an inventory of ABO-RH compat-

ible units (also free of any unexpected antibodies) for

immediate availability to the operating room for any

urgent need. Even in absence of a crossmatch, the

type-compatible and screened blood is 99.99% safe in

preventing incompatible transfusion. 810
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TABLE 2

GUIDELINE FOR PREOPERATIVE BLOOD ORDER FOR OTOLARYNGOLOGY

Procedures

Number of units to be crossmatched or ‘type and screen
’
(T&S) Summary

RecommendationBoraF Boyd10 deJonghu Lockwood12 Rouault6 Stehling' 3

Branchial cleft cyst excision — T&S — — — T&S T&S
Caldwell-Luc procedure T&S — — T&S — T&S T&S
Carotid body tumor resection — — — — — 4 4

Ethmoidectomy — T&S — 2 — T&S T&S
Glossectomy, hemiglossectomy — — — 2 2 2 2

Jaw, neck, tongue dissection — — — — — 4 4

Laryngeal biopsy — — — T&S — — T&S
Larygectomy T&S — 2 2 — 2 2

Laryngectomy with radical neck dissection — — — 6 — 4 5

Mandibulectomy — — — 2 2 2 2

Mastoidectomy — — — 2 — — 2

Maxillary osteotomy — — T&S — T&S — T&S
Maxillectomy — — — 2 — 2 2

Nasal fracture, reduction — T&S — — — — T&S
Nasal septum, submucosal excision — T&S — — — — T&S
Orbital exploration — — — — —

1 1

Radical neck dissection — — — 2 — 2 2

Septoplasty — T&S T&S T&S — T&S T&S
Tumor of palate, excision — T&S — — — — T&S
Tympanoplasty — T&S — — — — T&S

RESULTS

The results are shown in Table 1.

COMMENT
Otolaryngologists routinely request type and cross-

match of certain number of units of blood for elective

surgical procedures. On receiving the blood order

along with a tube of the patient's blood, the tech-

nologist in the blood bank first determines the pa-

tient's blood type (ABO-Rh). Next, the patient's serum
is screened for the presence of any irregular antibod-

ies by incubating the serum with a panel of red cells

containing most of the common red cell antigens. The
next step is the crossmatch procedure, which is an in

vitro simulation of what may happen when the type-

specific donor blood is transfused into a recipient. The
donor's red cells are incubated with the recipient's

(patient's) serum to detect their compatibility by an
absence of red cell agglutination or hemolysis. Once
donor units of blood are crossmatched for a specific

patient, those units are set aside in a reserved status

for that particular patient. These units are taken out

of the blood bank inventory pool and are not available

for any other patient until they are released by the

requesting physician or the holding period exceeds

the allowable reserved period (24 to 48 hours) as de-

termined by the blood bank.

In the T&S procedure, the patient's blood is typed

(ABO and Rh), the serum is screened for irregular

antibodies, but the actual crossmatch between the pa-

tient's blood and donor's blood is not done. Blood

bank keeps an inventory of appropriate type-specific

antibody-free units of blood to cover any anticipated

needs. If blood is urgently needed in the operating

room, type specific units are immediately available

from the blood bank inventory. Crossmatching is im-

mediately started after the blood is dispatched from

the blood bank and in many cases results of the cross-

matches are available before the transfusions start.

Even without a crossmatch, typed and screened blood

is 99.99% safe in regard to avoiding incompatible

transfusion. 810 Thus, for low-risk surgical procedures

with minimal chance of excessive blood-loss T&S is
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definitely more appropriate than a routine cross-

match. The real advantage of T&S is that is does not

tie up a number of units of blood for specific patients,

as would occur if standard crossmatches were done.

Table 1 shows the blood ordering pattern for oto-

laryngologic procedures. Whereas blood is regularly

used in procedures such as laryngectomies and rad-

ical neck dissections, transfusion is rare in procedures

such as osteotomies and Caldwell-Luc procedures. A
reasonable number of units of blood should be cross-

matched for the procedures regularly using intra-

operative transfusions. For other cases with no sig-

nificant blood use, there is no need for crossmatch

rather a T&S is adequate.

Table 2 summarizes the recommendations by var-

ious authors regarding the number of units of blood

to be crossmatched or only typed and screened for

various otolaryngologic procedures. We have been

using such a guideline in our hospital since 1979 with

complete cooperation from the surgeons. A close

communication between the surgical staff and the

blood bank personnel is essential for a successful im-

plementation of such a guideline. Reduced cross-

matches result in a reduction of outdating of blood,

better control of blood bank inventory, and a better

utilization of the frequently limited supply of blood.

The proper use of the guideline may provide more
cost-effective medical care without jeopardizing pa-

tient safety.
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Physicians Recognitic>n Award
Thirteen physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during May,

1 987. This award is presented by the American Medical Association to physicians who have voluntarily completed

1 50 hours of continuing medical education during a consecutive three-year time period. Of these 1 50 hours, at

least 60 must be in AMA/PRA Category 1 . These thirteen individuals and the cities in which they reside are presented

below.

Alexandria Lafayette New Orleans

Jason W. Kwee, MD Jesse Lee Leonard, MD* Blackwell Bugg Evans, MD*
Charles Monroe Nice Jr., MD*

Baton Rouge Marrero

James Marion Kidd III, MD* Jimmy Lee Mains, MD* Shreveport

Kenneth Anthony Richeaux, MD James Gary Booker, MD
Benjamin F. Withers, MD Metairie James L. Lanier, MD

Philip Lynn Farley, MD*
Charles Roger Freed, MD
Henry M. Haley Jr., MD

* These individuals are members of the Louisiana State Medical Society
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Age:

35-39 Baseline

40 49 Every 1 2 years

50 & up Every year

What will you tell her about
screening mammography?
Many of your patients will hear about screening mam-

mography through a program launched by the American
Cancer Society and the American College of Radiology, and
they may come to you with questions. What will you tell them?

We hope you'll encourage them to have a screening
mammogram, because that, along with your regular breast

examinations and their monthly self examinations, offers the

best chance of early detection of breast cancer, a disease which
will strike one woman in 10.

If you have questions about breast cancer detection for

asymptomatic women, please contact us.

AMERICAN Professional Education Depi American 1891 Presion white Dr

'^CANCER National Headquarters j(I( College Of Reston, Virginia 22091'

t SOCIETY 90 Park Avenue Radl0 |0qv (703) 648-8900
New York, New York 10016

now available
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Membership Directories

at no charge to LSMS members

contact:

Beth Lally

(
504

)
561-1033

or

(
800

)
462-9508
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PROFESSIONAL LISTINGS

Plastic Surgery Associates
JAMES B. JOHNSON, M.D.

Simeon H. Wall, M.D.
John P. Valiulis, M.D.
Stephen J. Ramey, M.D.

(A Professional Corporation)

Plastic & Reconstructive Surgery

Surgery of the Hand
Cosmetic Surgery Microsurgery

Plastic & Reconstructive Surgery

Cosmetic Surgery

940 Margaret Place, Suite 300 Shreveport, La. 71101 4770 1-10 Service Road Metairie, Louisiana 70001

(318)221-1629 454-6103

We Can BeA Positive Reflection On
Your Practice.

At Diagnostic Imaging Services, we know the importance of providing your patients with caring, quality radiology

services. And we strive to do so in a manner which enhances your relationships with your patients.

Our offices are conveniently located in Metairie and Kenner, open weekdays and Saturdays to serve you and
your patients.

Our practice offers:

• X-rays and CT Scanning • Immediate telephone consultation

• Mammography/patient with our board-certified radiologists

education • Same-day reports

• Ultrasound and amniocentesis • Immediate appointments

• Nuclear imaging • Insurance staff to assist your patients

• Office myelography • Ample parking

• Outpatient angiography • EKG and laboratory facilities on-site

We welcome the opportunity to serve you and your patients. Give us a call at 888-7921 in Metairie or 464-5711 in Kenner.

RADIOLOGISTS AND DIRECTORS
DOCTORS SIMS. SOLL. VOTH AND ASSOCIATES
3625 HOUMA BOULEVARD 325 W ESPLANADE AVENUE
METAIRIE. LOUISIANA 70006 9990 KENNER. LOUISIANA 70065-2541

(504)888-7921 (504)464-5711
DIAGNOSTTC IMAGING SBA4CES
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WHILE YOU'RE BUSY
TAKING CARE OF PATIENTS,

WE TAKE CARE OF YOU.

WE ARE

Louisiana Physicians

Insurance Agency, Inc.

A Wholly Owned Subsidiary of

Louisiana Medical Mutual Insurance Company (LAMMICO)

Products which are offered cover all lines of insurance including per-

sonal and commercial, life, health, disability and an exclusive physician's

office package.

In providing the above at competitive rates. The Agency represents

only the most reputable companies. Furthermore, The Agency's policies

and programs have been developed with a view to meeting the par-

ticular requirements of physicians and their employees.

For additional information
,

please contact

Louisiana Physicians

Insurance Agency, inc.

A Wholly Owned Subsidiary of LAMMICO

• 433 Metairie Road, Suite 602 •

• Metairie, Louisiana 70005 •

• (504) 837-3257 • 1-800-331-5777 •

A COMMITMENT TO SERVE THE LOUISIANA PHYSICIAN
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INFORMATION FOR AUTHORS
The journal of the Louisiana State Medical Society is intended to

provide practical scientific information of interest to a broad spectrum

of physician members of the LSMS and to meet the need of each physi-

cian to maintain a general awareness of progress and change in clinical

medicine. The content is designed to aid the practicing physician in

giving comprehensive care and in recognizing the need for special-

ized treatment.

The journal welcomes material for publication if submitted in ac-

cordance with the following guidelines. Address all correspondence

to the Editor, Journal of the Louisiana State Medical Society, 1700

Josephine Street, New Orleans, LA 701 1 3. Contact the managing editor

with any questions concerning these guidelines or for a checklist to

assist in manuscript preparation.

MANUSCRIPTS should be of an appropriate length due to the policy

of the journal to feature concise but complete articles. (Some sub-

jects may necessitate exception to this policy and will be reviewed

and published at the Editor's discretion.) The language and vocabulary

of the manuscript should be understandable and not beyond the com-
prehension of the general readership of the journal. The journal
attempts to avoid the use of medical jargon and abbreviations. All ab-

breviations, especially of laboratory and diagnostic procedures, must

be identified in the text. Manuscripts must be typed, double-spaced

with adequate margins. (This applies to all manuscript elements in-

cluding text, references, legends, footnotes, etc.) The original and one
duplicate should be submitted. An accompanying cover letter should

designate one author as correspondent and include his/her address

and telephone number. Manuscripts are received with the explicit

understanding that they have not been previously published and are

not under consideration by any other publication. Manuscripts are sub-

ject to editorial revisions as deemed necessary by the editors and to

such modifications as to bring them into conformity with journal
style. Statements made or opinions expressed by any contributor in

any article or feature published in the journal are the sole respon-

sibility of the author.

REVIEWING PROCESS. Each manuscript is reviewed by the Editor

and by a member(s) of the Editorial Board or the Panel of Consultants

from whom knowledgeable opinions are sought. The acceptability of

a manuscript is determined by such factors as the quality of the

manuscript, perceived interest to journal readers, usefulness or im-

portance to physicians, and the current backlog of accepted

manuscripts. Authors are notified upon receipt of the manuscript. When
acceptability is determined, authors will then be requested to sign a

manuscript consent form transferring copyright privileges to the jour-

nal. Accepted manuscripts become the property of the journal and

may not be published elsewhere, in part or in whole, without permis-

sion from the journal. Abstracts may be reproduced without specific

permission, provided acknowledgement of the source is made.

TITLE PAGE should carry [1 ]
the title of the manuscript, which should

be concise but informative; [2] full name of each author, with highest

academic degree(s), listed in descending order of magnitude of con-

tribution (only the names of those who have contributed materially

to the preparation of the manuscript should be included); [3] a one-

to two-sentence biographical description for each author which should

include specialty, practice location, academic appointments, primary

hospital affiliation, or other credits (a picture, black-and-white head

shot, of each author may also be sent if available); [4] name and ad-

dress of author to whom requests for reprints should be addressed,

or a statement that reprints will not be available.

ABSTRACT should be on the second page and consist of no more than

150 words. It is designed to acquaint the potential reader with the

essence of the text and should be informative rather than descriptive.

(Avoid telling what "will be described" and instead describe it.) The
abstract should be intelligible when divorced from the article, devoid

of undefined abbreviations, and suitable, without rewriting, for

reproduction by abstracting services. The abstract should contain: [1]

a brief statement of the manuscript's purpose; [2] the approach used;

[3] the material studied; [4] the results obtained. Emphasize new and

important aspects of the study or observations.

KEY WORDS should follow the abstract and be identified as such.

Provide three to five key words or short phrases that will assist index-

ers in cross-indexing your article. Use terms from the Medical Sub-

ject Heading list from Index Medicus when possible.

SUBHEADS are strongly encouraged. They should provide guidance

for the reader and serve to break the typographic monotony of the

text. The format is flexible but subheads ordinarily include: Methods
and Materials, Case Reports, Symptoms, Examination, Treatment and
Technique, Results, Discussion, and Summary.

REFERENCES must be double-spaced on a separate sheet of paper and

limited to a reasonable number. They will be critically examined at

the time of review and must be kept to a minimum. All references

must be cited in the text and the list should be arranged in order of

citation, not alphabetically. Personal communications and unpublished

data should not be included in references, but should be incorporated

in the text. The following form should be followed:

IOURNALS
[1 ] Author(s): Use the surname followed by initials without punctua-

tion. The names of all authors should be given unless there are more
than three, in which case the names of the first three authors are

used, followed by "et al." [2] Title of article. Capitalize only the first

letter of the first word. [3] Name of journal Followed by no punctua-

tion, underscored, and abbreviated according to Index Medicus. [4]

Year of publication; [5] Volume number: Do not include issue number
or month except in the case of a supplement or when pagination is

not consecutive throughout the volume. [6] Inclusive page numbers.

Do not omit digits.

Example: Bora LI, Dannem FJ, Stanford W, et al: A guideline for blood

use during surgery. Am I Clin Pathol 1979;71:680-692.

BOOKS
[1] Author(s): Use the surname followed by initials without punctua-

tion. The names of all authors should be given unless there are more
than three, in which case the names of the first three authors are used

followed by "et al." [2] Title, Capitalize the first and last word and

each word that is not an article, preposition, or conjunction of less

than four letters. [3] Edition number, [4] Editor's name. [5] Place of

publication, [6] Publisher, [7] Year, [8] Inclusive page numbers. Do
not omit digits.

Example: DeGole EL, Spann E, Hurst RA Jr, et al: Bedside Examina-

tion in Cardiovascular Medicine, ed 2, Smith JT (ed). New
York, McGraw Hill Co, 1986, 23-37.

ILLUSTRATIONS should be submitted in duplicate in an envelope

(paper clips should not be used on illustrations since the indentation

they make may show on reproduction). Legends should be typed on

a separate sheet of paper. Photographic material should be high-contrast

glossy prints. Patients must be unrecognizable in photographs unless

specific written consent has been obtained, in which case a copy of

the authorization should accompany the manuscript. Omit illustra-

tions which do not increase understanding of text. Illustrations must

be limited to a reasonable number (four illustrations should be ade-

quate for a manuscript of 4 to 5 typed pages). The following informa-

tion should be typed on a label and affixed to the back of each il-

lustration: figure number, title of manuscript, name of senior author,

and arrow indicating top.

TABLES should be self-explanatory and should supplement, not

duplicate, the text. Each should be typed on a separate sheet of paper,

numbered, and have a brief descriptive title.

ACKNOWLEDGMENTS are the author's prerogative; however,

acknowledgment of technicians and other remunerated personnel for

carrying out routine operations, or of resident physicians who merely

care for patients as part of their hospital duties is discouraged. More
acceptable acknowledgments include those of intellectual or profes-

sional participation.

GALLEY PROOFS will be mailed to the principal author for correc-

tions. Reprint orders forms will accompany galley proofs.



SUP INTO
NEW ORLEANS'
GREAT NEW
HARDOR.
NOW.

30 ,' 40,' 50,' 60' and 80' full-

service boat slips are here— in

New Orleans' newest marina

adjacent to Lakefront Airport.

Prices start at under $100.

Occupancy, June 1, 1987. For

complete information, call

(
504

)
245 -3152 , visit South

Shore Harbor 9:30 am-6 pm
weekdays and 10 am-3 pm
weekends or contact your

boat dealer.

Easy access Interstate 10,

Leon C. Simon and Hayne
Boulevard.

SOUTH SHORE
H A R 6 O R

Built by the Orleans Levee Board for the

people of New Orleans



MANNIE D. PAINE JR, MD
RESIGNS AFTER 17 YEARS

AS EDITOR

In his 27 years of faithful and

dedicated service to the

JOURNAL, Mannie D. Paine, Jr,

MD, served on the Journal

Committee from 1960-70 and as

editor of the JOURNAL since

1970. Under his leadership, the

JOURNAL has steadily progressed

into a superb educational and

informational publication

providing the LSMS membership
with a vital and important

resource. The Louisiana State

Medical Society expresses its

deep appreciation and gratitude

for Dr. Paine's contribution to

medical journalism and the

achievement of the goals of

organized medicine through his

editorial guidance.

CONWAY S. MAGEE, MD
ASSUMES COMMAND

4 JOURNAL VOL 139 SEPTEMBER



Conway S. Magee, MD,
a Lake Charles

pediatrician, has been

named the new editor of

the JOURNAL. Dr.

Magee has served on the

Journal Committee for

five years, and as

chairman for the last

two. He is a graduate of

Michigan State

Univerisity School of

Medicine, a member of

the LSMS Hall of Fame
and currently

Chairman of the Board

of St. Patrick Hospital in

Lake Charles.
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DX:CANCER
Now Tour
Patient Needs
Every Advantage.
When cancer is diagnosed,

your patient looks to you—
to recommend, to advise, to

discuss all the available

options: chemotherapy,

radiation therapy, surgery.

Sometimes they want

answers to very difficult

questions. They want

access to the most current

therapies. They need

emotional support.

When we plahned The
Center for Living with

Cancer, we addressed every

need of the oncology

patient, from initial

diagnosis through

treatment. The physical

facility is unparalleled,

including family kitchen,

whirlpool, patient teaching

facility, and Murphy beds

for family. The nursing

staff’s expertise in

chemotherapy adminstra-

tion is complimented by

support groups and

individual counseling to

address non-medical

concerns.

Our staff and oncologists

will discuss the most

advanced treatment

modalities with you,

including protocols in use

at the major research

centers.

We offer inpatient care,

outpatient services, and an

integratedplan of care in

consultation with the

referring physician— every

advantage for your patients

with oncologic diagnosis.

^
,

vy.e^.

Any patient 1

with an
oncological

diagnosis may
be admitted to

The Center for

Living with Cancer
by a member of East

Jefferson General’s

medical staff. There is

no additional charge fc

inpatient care in the

specialized facility.

For more information,

please call Ms. Sallie Herrle,

Unit Director,

at (504) 454-5500.

TheCenterFor

LIVING
WITH CANCER
HAST JEFFERSON GENERAL HOSPITAL

4200 Houma Blvd./ Metairie, LA 70011



VIEWPOINT

Viewpoint is a forum for your comments and opinions.

It is provided to allow readers the opportunity to express ideas and
reactions to material printed in the Journal or on issues and

problems facing medicine. To share your opinions with the LSMS
membership through Viewpoint, write: Viewpoint, Journal of the

LSMS, 1700 Josephine Street, New Orleans, Louisiana 70113-1596.

PATIENT DIGNITY, THE PHYSICIAN, AND NUCLEAR WAR

I

N the April 1987 issue of the Jour-

nal, we argued that the physi-

cian's duty is to defend and restore

the patient's rationality and in so

doing, the patient's sense of self-

worth. This argument is based on
the belief that without the ability

to exercise our autonomy as free,

moral agents, we are less than per-

sons. This situation is always per-

ceived as painful and always causes

suffering. It is for relief that pa-

tients seek the advice of a physi-

cian.

The actual effacement of ra-

tionality need not occur to cause

suffering. It can be imagined or

threatened. For example, walking

on a dark street in a run-down part

of town may generate fear because

of the possibility of robbery, phys-

ical abuse or death. These possi-

bilities involve either a compro-
mise or loss of rationality: the first

because force rather than reason

dictates the action; the second be-

cause injury may compromise the

future exercise of rationality and the

third because the absence of a fu-

ture precludes all rational action.

Without a future, the concep-

tion of goals is futile. Without goals,

a choice of action is pointless.

Without the opportunity to make
choices, rational action is impos-

sible. The absence of rationality is

a threat to all persons and is a

source of great suffering. There-

fore, conceiving of a life without a

tomorrow would create suffering

of great magnitude. I can think of

no greater cause of suffering than

the full conception or realization of

a nuclear holocaust.

Because universal suffering

will arise from a nuclear war's

threat to self-worth, the world-wide

community of physicians has a

duty of station to work towards

preventing this catastrophe. Pope

John Paul II, while addressing the

35th General Assembly of the

World Medical Association, said,

"Medical ethics have always been

defined, since Hippocrates, by re-

spect and protection of the human
being ... it concerns the respect

for a concept of medicine serving

people for all time, a concept that

safeguards people tomorrow . .
."

Dr. Andre Wynen, Secretary Gen-

eral of the World Medical Associ-

ation, in response, said, "We, doc-

tors, throughout the world, hope
and pray with all our hearts that

respect for and defense of the per-

son of the human being will re-

main the most important objective

of the medical philosopher and
moralist."

But, a physician might say, I

cannot work towards the elimina-

tion of all the indignities human-
kind faces. Why this one?

Smallpox epidemics, until re-

cently, devastated communities.

Mortality among the very young,

very old, malnourished and de-

bilitated was exceedingly high.

There was no specific medical re-

sponse. Supportive medical care

was administered in an attempt to

increase the probability of recov-

ery, but essentially, the micro-

scopic, cellular war ran its course,

until either the invading virus or

the defending responses gained the

advantage. Neither side benefitted

from exogenous assistance. In the

aftermath, there was death and

distorted, grotesque lives.

The aftermath of a nuclear hol-

ocaust, from a medical service

standpoint, is indistinguishable

from that of a large number of

smallpox infections. The magni-

tude of the disaster and the char-

acteristics of the illnesses may dif-

fer, but the urgent need for a

medical response is common to

both. The immediate morbidity

from trauma, burns and radiation

and the delayed effects of radia-

tion, starvation, blindness, vector-

borne infectious diseases and cold

all require medical attention: the

same caring that a physician would
give to victims of smallpox.

However, a physician might

say that these people are not my
patients. They did not request my
care by calling or by coming to my
office or to the hospital. Who is a

physician's patient? We believe a

person becomes a patient by re-

quest or by the demands of the cir-

cumstances. Would not a bleeding

JOURNAL VOL 139 SEPTEMBER 7



victim of a motor vehicle accident

become the patient of a passer-by

physician? Would not the person

who has a heart attack on a plane

become the patient of a fellow trav-

eler who is a physician?

Society has granted autonomy
to our profession. Physicians con-

trol their standards for admission,

education, practice and discipline.

This was not a gift. It is an extraor-

dinary, tacit contract to secure

medical services that are consid-

ered critical to the welfare of our

citizens. They are so critical, that

society is willing to sacrifice some
control over its members who pro-

vide these services, to gain assur-

ance that these services will be ren-

dered on demand.
This demand need not be es-

tablished through a verbal or writ-

ten request. It can be registered by
the consequences of an accident or

large scale disaster. We can con-

ceive of no greater potential de-

mand for medical services than for

what would be the condition of hu-

mankind following a nuclear ex-

change. A need for medical care

may be no less important to those

who have no time to contemplate

their plight than to those who fi-

nally decide that they need help.

The medical response to

smallpox was ineffective. How-
ever, the medical community, ap-

preciating the magnitude of the

problem and capitalizing on the

characteristics of the virus, orches-

trated its resources to forever pre-

vent the illness. In the late 60s this

The medical response to

the consequences of a nu-

clear war will be ineffec-

tive, not because the tech-

nology doesn't exist, but

because it will have been
destroyed. . . . Our course

must be to prevent this

tragedy.

repetitive, infectious indignity

spawned one of the most remark-

able efforts and achievements of

humankind. In 10 years, and with

an expenditure of only $600 mil-

lion, the world rejoiced over the

elimination of a disease from the

planet: the only time this has oc-

curred by human design.

The titanic effort was possible

because vast international re-

sources of health care personnel,

material and monies were made
available by and through private

and government agencies to be co-

ordinated by the World Health Or-

ganization. It had the support of

all medical organizations including

the American Medical Association

which acted in concert with its

Code of Ethics of 1847: “As a good

citizen, it is the duty of physicians

to be ever vigilant for the welfare

of the community . . . and in re-

gard to measures for the preven-

tion of epidemic and contagious

diseases ... it is their job to face

the danger." These sentiments

were reiterated in the Code of 1957.

The medical response to the

consequences of a nuclear war like-

wise will be ineffective, not be-

cause the technology doesn't exist,

but because it will have been de-

stroyed. The vast array of manu-
facturers, supply routes, support

services, personnel, medical ma-

terial and hospitals, all clustered in

population centers, all will be de-

stroyed by the missiles selectively

targeted on these areas. Our course

must be to prevent this tragedy.

Thus, based on a moral heri-

tage of more than 2,000 years which

exhorts the members of our profes-

sion to defend the dignity of the

patient, a concept which we have

argued, can be expanded to in-

clude all of humankind, we, the

physicians of the world, must be

individually and collectively in-

volved with eliminating nuclear

weapons from this planet.

IRWIN COHEN, MD
CAROLYN ROBERTS

NEW ORLEANS
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Norton W. Voorhies, MD,

ECG OF THE MONTH

WATCH YOUR Ps AND Qs

JORGE I. MARTINEZ-LOPEZ, MD

The continuous rhythm system strip shown below, limb lead 2, was recorded from a 20-year-old man, an

in-patient in the psychiatry service. He gave no history of heart disease and was on no cardiac medications.

What is you diagnosis? Eludication is on page 13.

JOURNAL VOL 139 SEPTEMBER 11



TO THE RESCUE!

systems, from easy-to-use claims

entry systems to the most sophisti-

cated practice management systems.

So whatever the size of your office,

whatever the magnitude of your paper-

work problem, we recommend the

EMC*EXPRESS System as your

treatment of choice.

For more than 20 years, GE Information

Services has been helping companies

around the world do business better.

And now GE has teamed up with

authorized system vendors to bring

rapid, accurate, and cost-effective

electronic medical claims

communications to the healthcare field.

EMERGENCY!
MEDICAL CLAIMS
OVERLOAD!
The

EMOExpress
System

If claims processing paperwork can

get your office all backed up, you
need to call in GE Information

Services' EMOEXPRESS
rescue squad.

The EMC*EXPRESS System
is a computerized medical

claims system which enables

you to deliver medical claims

to participating carriers within

hours of treating a patient.

One phone call is all it takes to

have your computer speed all the

information needed to process your

claims to multiple carriers, including

Medicare, commercial and private.

Working with the software already in

your office, the EMC*EXPRESS
System helps you:

• Reduce your administrative costs for

processing claims

• Reduce the number of claims rejected

because of incorrect or incomplete

information

• Speed up your claims payment—and
that can put new life into your
cash flow.

The EMOEXPRESS System
and Your Office

The EMC*EXPRESS System accommo-
dates a broad range of practice sizes

and a wide variety of office computer

To have the EMC* EXPRESS rescue squad come to

your aid, call an authorized EMOEXPRESS system

vendor or contact us directly at 1-800-433-3683,

extension 7321. We'll send help your way before

you can say, "Emergency!"

‘>S300

652?0

8/060

8 >000

390/0

90060

'2/0



The

EMOExpress
System

PARTICIPATING CARRIERS
Blue Cross and Blue Shield of Louisiana

Medicare B and Private Business Claims

NEIC ACTIVE PARTICIPANTS

Aetna Life & Casualty

Allstate Life Insurance Co.

Benefit Trust Life

CNA Insurance Companies
Confederation Administration Life Insurance Co.

Confederation Life Insurance Co.

Connecticut Life Insurance Co.

Connecticut General Life Insurance Co. fCIGNA)

Equitable Life Assurance Society of the U.S.

General American Life Insurance Co.

The Great-West Life Assurance Co. of America

Gulf Group Services

The Hartford Insurance Group
John Hancock Mutual Life Insurance Co.

Liberty Life Assurance Co.

Lincoln National Life Insurance Co.

Massachusetts Mutual Life Insurance Co.

Metropolitan Life Insurance Co.

Mutual of Omaha Insurance Co.

New England Mutual Life Insurance Co.

New York Life Insurance Co.

Pacific Mutual Life Insurance Co.

Philadelphia American Life Insurance Co.

Philadelphia Life Insurance Co.

Phoenix Mutual Life Insurance Co.

Pilot Life Insurance Co.

Principal Mutual Financial Group
Provident Life and Accident Insurance Co.

Prudential Insurance Co.

State Mutual Insurance Co.

The Travelers Insurance Co.

(includes Railroad Retirement)

Unionmutual Stock Life Insurance Co.

PPO Network, Inc.

AUTHORIZED SYSTEM VENDORS
Annson Systems

Articulate Publications, Inc.

Artificial Intelligence, Inc.

CALYX
Colwell Systems, Inc.

Coopervision

Direct Connection

EDP Systems, Inc.

Effective Solutions and Services

Health America Systems

LDS, Inc.

MOS, Inc.

Physicians' Microsystems, Inc.

Physicians' Office Computer
PPO Network, Inc.

Prism Data Systems

ProSource Systems

Santiago Data Systems, Inc.

Unitec, Inc.

UNIVAIR, Inc.

Westland Software House, Inc.

312 564-8310

800 872-6655

206 271-8633

800 558-2208

800 637-1140

800 772-CVIS

817 757-4007

214 881-8454

312 635-9911

312 362-3730

913 648-71 1 1

800 323-6671

206 441-8490

213 603-0555

713 590-2175

800 428-2310

800 645-5609

800 652-3500

800 237-3762

314 426-1099

818 992-0081

NEW VENDORS AND CARRIERS ADDED
REGULARLY. FOR MOST RECENT LISTINGS,

CALL 1-800-433-3683.

INFORMATION
SERVICES

USA

ECG of the Month
Case presentation is on page 11.

DIAGNOSIS— Intermittent atrioventricular dissociation

The first four cardiac cycles in the upper panel show
sinus rhythm, at rates ranging from 56 to 72 a minute,

normal PR intervals (0.18 sec), narrow QRS com-
plexes, and normal QT intervals.

The fourth sinus cycle is followed by a pause that

is interrupted by a narrow QRS complex, similar in

morphology to the preceding four, which has no read-

ily identifiable sinus P wave in front of it. On closer

examination, however, a deformity in the upstroke

of the fifth QRS complex is noted; the deformity is

caused by the superimposition of a sinus P on the

QRS. The sixth ventricular complex is preceded by a

sinus P, but the PR interval is very short, and no PR
segment is inscribed.

The length of the R-R interval between the fifth

and sixth QRS complexes is equal to that of the R-R

interval between the fourth and fifth QRS complexes.

The seventh and eighth cardiac cycles show sinus Ps,

normal PR intervals, and narrow QRS complexes.

However, the R-R interval between the sixth and sev-

enth QRS complexes is shorter than that of the pre-

ceding two cardiac cycles and longer than the R-R

interval that follows it. After the eighth P-QRS-T cycle,

the R-R interval lengthens again (and is of the same
duration as the R-R intervals between the fourth and

fifth and the fifth and sixth cycles), the P-P interval

also lengthens, and the P wave is intersected by the

upstroke of the ninth QRS.
Similar sequences are recorded throughout the

remainder of the lower three panels. In addition, the

fifth and sixth QRS complexes in the third panel and
the seventh QRS in the lowermost panel show sinus

Ps behind them, positioned at the juncture with the

ST segment.

The best explanation for the sequences recorded

in the rhythm strip is that the patient has intermittent

atrioventricular dissociation. This ECG diagnosis is

the subject of the discussion to follow.

DISCUSSION

It is important to define atrioventricular dissociation,

what it is and what it is not.
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Atrioventricular dissociation (AVD) is only a de-

scriptive term. The term denotes the presence of at

least two independent cardiac rhythms: one arises

from and controls the atrial musculature; the other is

located in either the AV junctional or ventricular tis-

sues and controls the ventricular musculature. AVD
may be continuous or intermittent.

On the other hand, AVD is never a primary dis-

turbance of cardiac rhythm, but rather a basic disorder

of impulse formation or impulse conduction. Second,

AVD is not synonymous with complete AV block,

although the latter may be one of several possible

mechanisms. Lastly, therapy is not directed at AVD
itself, but at the primary disturbance of cardiac rhythm

that causes it.

Three varieties of AVD are generally recognized:

(a) by default; (b) by usurpation; and (c) due to ad-

vanced or complete AV block. Combinations of the

above may sometimes occur.

AVD by default means that the SA node relin-

quishes its role as the primary pacemaker of the heart

and allows a subsidiary pacemaker (AV junctional or

ventricular) to emerge and to drive the ventricular

musculature. This is usually a transient occurrence.

Cardiac rhythms that may promote AVD by default

include sinus bradycardia, sinus arrhythmia, inter-

mittent sinoatrial arrest, and intermittent second-de-

gree SA block.

In the second type of AVD, ie, by usurpation, the

SA node generates and propagates its impulses as

usual, but a subsidiary pacemaker (AV junctional or

ventricular) drives the ventricular musculature at rates

faster than the inherent rates of the SA node. Rapid

AV junctional or ventricular rhythms may be either

paroxysmal or non-paroxysmal.

The last category of AVD is secondary to advanced

or to complete AV block. In either case, the atrial mech-
anism may be sinus or ectopic, such as atrial tachy-

cardia, flutter or fibrillation.

AVD may be induced artificially by implanted

cardiac pacemakers.

Profound sinus arrhythmia is present in the trac-

ing shown here. Relatively fast sinus rates are asso-

ciated with 1:1 A:V ratios and normal atrioventricular

and intraventricular conduction. In contrast, as the

sinus rate slows down two different, but interrelated,

phenomena are observed. The first is that the location

of the sinus Ps varies; they may be found immediately

in front of, partially or totally buried within, or behind

the narrow QRS complexes. These Ps are not con-

ducted into the ventricles. The other finding is that

when the sinus rate is slower than the intrinsic rate

of the AV junctional tissues, it defaults as the primary

pacemaker of the heart and allows the AV junctional

pacemaker to escape at rates of about 49 times a min-

ute. It is at this point that AVD occurs. Then, as the

sinus rates quickens, P waves retreat, reappear in the

front of the QRS complexes, and eventually regain

control of the heart.

AVD by default may be observed in healthy young

adults with no recognizable heart disease, as was true

of the patient presented here. This rhythm disorder

may also occur during the administration of various

drugs and as a result of serious cardiac disease.

Because of the coexistence of two independent

rhythms in AVD, you — the reader — must “watch

your Ps and Qs.“
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Dr. Martinez-Lopez is a specialist of cardiovascular diseases affiliated

with the Cardiology Service, Department of Medicine at William

Beaumont Army Medical Center in El Paso, Texas.

The opinions and assertions contained herein are the private views of the

author and not to be construed as official or as reflecting the views of

the department of the Army or Department of Defense.
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MEDICAL STUDENT SECTION

MEDICAL PRECEPTORSHIP PROGRAM
GIVING STUDENTS

TASTE OF PRIVATE PRACTICE

TINA TAN

The Torch has been lit and the flame burns brightly

as the long awaited LSMS-sponsored Medical

Preceptorship Program is off to a very strong start.

The Preceptorship Program was introduced in a pre-

vious Journal article (March 1985) as an educational

plan, administered by the LSMS Medical Student Sec-

tion, in which freshmen and sophomore medical stu-

dents who wanted exposure to various clinical set-

tings could do so under the guidance and direction

of experienced practicing community physicians. This

program was organized because the students felt that

there was a need to be exposed to clinical medicine
early in their training. The goal of the program is to

provide the pre-clinical student with one or more of

the following experiences: observing a private practice

setting or clinic as the physician takes care of his or

her patients; accompanying the physician on daily

rounds at the hospital or observing surgical proce-

dures; providing an overview of the physician's pri-

vate practice experiences relating to the clinical, eco-

nomic, and administrative aspects of the medical

specialty, as well as, providing insight into what the

student may expect in the future practice of medicine.

This experience introduces the student to and gives

him the opportunity to participate in a private practice

clinical situation in a field in which he is interested,

and shows the student what day-to-day practice is

like in that particular field. Exposure to medical prac-

tice situations during the early years of medical train-

ing helps to alleviate some of the fear and uncertainty

associated with the transition into the clinical years.

The preceptorship specialties range from family

practice and general pediatrics to plastic and micro-

vascular surgery. Each student is paired with a phy-

sician in the particular field of interest, and spends

one or two days with the assigned physician following

him or her around as they go about their day-to-day

medical practice. This cooperative effort between

physician and student has been a vital link in the

success of the program. The program has been rec-

ognized by the National AMA-MSS as a model pro-

gram and has been written up in the AMA-MSS
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risis in black and white.

Your personal crisis may be waiting in the

morning mail. If so, you’ll want the best

professional help. You’ll want a Medical

Protective General Agent.

Professional liability coverage is our only

business. And we’ve been providing it for

almost 100 years. Our agents live in the

territories they serve so they understand the

local legal climate. And with the extensive

resources of the home office Law Depart-

ment to draw from, they’re always ready to

answer your questions or give advice.

Someday it may be you against a negligence

charge. When that day comes and your

professional reputation is on the line, you’re

going to want all the help you can get. To

make sure you have it, contact your Medical

Protective General Agent today.

Dale Weaver
2900 West Fork Drive, Suite 200, Baton Rouge, LA 70827, (504) 291-1807



Technology Manual as

an example of how a

preceptorship pro-

gram is successfully or-

ganized.

The success of the

program is largely due

to the cooperation and
patience of the partici-

pating physicians. This

group of physicians

continues to serve as

excellent role models
and is very excited and
enthusiastic about

working with stu-

dents. They have of-

fered their time,

knowledge, and ad-

vice to us, the future

physicians of Louisi-

ana, and we are very

appreciative of their

generosity. We truly

feel that we are being

exposed to the best ad-

vice and training that

our community offers.

The program,
which runs through the

summer months and
over the Christmas
holidays, started with

an initial group of 15

students and 10 physicians. In two short years, it has

grown into a group of over 70 interested students and

50 participating physicians (35 in the New Orleans

area) representing a wide variety of specialties. Stu-

dents are introduced to

the program during the

first semester of their

freshman year and are

encouraged to partici-

pate. If you, a practic-

ing physician, are in-

terested in partici-

pating in this very

worthwhile project,

please complete the

adjacent form.

We are very ex-

cited about the endless

possibilities that this

program holds in fur-

thering the relation-

ship between the phy-

sicians in this com-
munity and us, the

physicians-in-training.

We are very optimistic

that those physicians

who want to play a role

in the future of medical

practice and who enjoy

working with students

will offer their time, ex-

pertise, and knowl-

edge and respond to

this program. Let's

work together to keep

the flame alive and pass

the torch on.

Ms. Tan is a senior medical student at LSU Medical School in

New Orleans. She is Chairperson of the Preceptorship Program,

Vice-Chairperson of the LSMS-MSS Governing Council, and a Delegate

to the AMA and LSMS.

YES,
I am interested in participating

in the Preceptorship Program

in which a medical student will spend
one or two days with me in the daily

operation of private practice medicine.

Please send me more information:

Name

Address

Phone

Specialty

Send to: Tina Tan, Preceptorship Program Chairper-

son, LSU Medical School. Box 263, 1542 TulaneAve.,

New Orleans, LA 70112
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October

October 5

Healing the Child Within: Discovery and Recovery Techni-

ques for Chemical Dependent and Co-Dependent People,

Boston, Massachusetts. Sponsored by the Baltimore City

Area Health Education Center, and the American Medical
Society on Alcoholism and Other Drug Dependencies. Con-
tact: The Resource Group, 7402 York Road, Suite 101,

Baltimore, MD 21204-7519; (301)337-7772.

October 6

Spirituality as a Treatment and Recovery Aid for Adult
Children of Alcoholic and Other Dysfunctional Families,

Boston, Massachusetts. Sponsored by the Baltimore City

Area Health Education Center, and the American Medical

Society on Alcoholism and Other Drug Dependencies. Con-
tact: The Resource Group, 7402 York Road, Suite 101,

Baltimore, MD 21204-7519; (301)337-7772.

October 5-7

6th Annual Cardiology Symposium & Rehabilitation Up-
date, Hotel Meridien, New Orleans, Louisiana. Sponsored
by East Jefferson General Hospital and the American Heart

Association of LA, Inc. Contact: Suzi Weigel, Symposium
Coordinator, East Jefferson General Hospital, 4200 Houma
Blvd., Metairie, LA 70011; (504)454-4145.

October 7-9

Emerging Trends in Critical Care: 1987, Orlando, Florida.

Sponsored by Florida Hospital and Florida Heart Institute.

Contact: Rick Mace, Executive Director, Florida Heart In-

stitute, 500 E. Rollins, Suite 101, Orlando, FL 32803;

(305)897-1575.

October 9-10

Allergy, Immunology and Rheumatology: Review and Up-
date, Kansas City, Kansas. Sponsored by the University of

Kansas Medical Center. Contact: Eileen Buttron, University

of Kansas Medical Center, Office of Continuing Education,

39th and Rainbow Blvd., Kansas City, KS 66103;

(913)588-4480.

October 11-14

Industrial Problems of the Upper Extremity in the U.S. and
Canada, Ann Arbor, Michigan. Sponosred by the American
Society for Surgery of the Hand. Contact: American Society

for Surgery of the Hand, 3025 South Parker Road, Suite 65,

Aurora, CO 80014; (303)755-4588.

October 16-17

Bone Marrow Transplantation for Patients Without Match-
ed Donors, Lexington, Kentucky. Contact: Joy Greene, Con-
tinuing Medical Education, 132 College of Medicine Office

Building, University of Kentucky, Lexington, KY 40536;

(606)233-5161.

October 19-21

Geriatric Assessment Methods for Clincial Decision-

Making, Bethesda, Maryland. Sponsored by the National

Institute on Aging and the NIH Office of Medical Applica-

tions of Research. Contact: Ms. Marti Bernstein, Prospect

Associates, 1801 Rockville Pike, Suite 500, Rockville, MD
20852; (301)468-6555.

October 23-24

An Overview of Geriatric Medicine and a Strategy for

Geriatric Boards, Knoxville, Tennessee. Contact: Dr. James
A. Greene or Diane Burkett, Center for Health & Creative

Aging, 9330 Park West Blvd., Suite 502, Knoxville, TN 37923;

(615)694-0076.

October 26-28

Magnetic Resonance Imaging, Bethesda, Maryland. Spon-
sored by the NIH Warren Grant Magnuson Clinical Center

and the NIH Office of Medical Applications of Research. Con-
tact: Sharon Feldman, Prospect Associates, Suite 500, 1801

Rockville Pike, Rockville, MD 20852; (301)468-6555.

November

November 1-4

Annual Scientific Assembly of the Southern Medical

Association, San Antonio, Texas. Contact: SMA, 35

Lakeshore Drive, PO Box 190088, Birmingham, AL 35219;

(800)423-4992.

November 2-5

Primary Care Update, Hollywood, Horida. Sponsored by In-

terstate Postgraduate Medical Association of North America.

Contact: Interstate Postgraduate Medical Association, PO Box

1109, Madison, WI 53701; (608)257-6781.

November 4-8

American Society of Cytology 35th Annual Scientific

Meeting, New Orleans. Contact: American Society of

Cytology, 1015 Chestnut Street, Suite 1518, Philadelphia, PA
19107; (215)922-3880.
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Sancy H. McCool, LSMSA President

AUXILIARY REPORT

MEMBERS AT LARGE:
AN IMPORTANT RECRUITING TARGET

CHRISTINE OWEN

WE are overlooking a valuable asset to our med-
ical society and auxiliary by not actively soliciting

members-at-large (MAL). Members who do not have

an organized medical society or auxiliary in their par-

ish can still derive the benefits of an organized society

by becoming members-at-large. MAL membership
benefits both the individual member, as well as or-

ganized medicine. The benefits can be compared to

a two-way-street: we need them and they need us.

The medical society and auxiliary need them for

many reasons. One of the most important reasons

surely is that organized medicine needs to represent

the ideas and opinions of all the medical field to give

a true picture of medicine today. Unless we recruit

members who represent the rural as well as the urban

areas, we cannot fully represent all of medicine.

Also, no person connected with medicine today

cannot be concerned with the growing infringement

of government legislation affecting medicine. We need

every person who can write letters, call congressmen,

or send cables to help in an organized fashion to stop

further government involvement.

We need the money derived from their dues to

help support the organization and make it strong. We

need their political contributions to support politi-

cians who are sympathetic to the cause of good med-
icine for the patient, as well as the physicians. We
need their fundraising efforts for the AMA Education

and Research Fund, which helps support the medical

schools of their choice to provide more services and

better education for future physicians.

And finally, we need them in their own com-

munities to act as health resources to give related

information on projects which need to be developed

in their area to improve health education and health

services.

On the flip side of the coin, they also need us in

many vital and worthwhile ways. First of all, the na-

tional and state organizations provide information on

upcoming legislation which can directly affect their

spouses practicing medicine. These MAL can connect

with a national phone bank to call legislators when a

vital bill is up for consideration on the floor of Con-

gress or the legislature. Our input and knowledge can

and will be accepted if we band together to make our

voices heard. It is time that all members and families

of the medical profession band together to make sure

laws that affect medicine are in the best interest of
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the patient and good medical care. Who better knows
how to practice good medicine than the physician?

The national and state organizations can also help

MAL to set up health information projects which may
be needed in their area. The Project Bank contains

many one-person programs which have been tre-

mendously helpful to an entire area. Members receive

Facets from the AMA and Capsulettes from the LSMS
which contain pertinent information on the workings

of the organizations as well as important health care

information, insurance information, and government
updates.

Lastly, the national and state society auxiliaries

provide support for the physician and the physician's

family in a way no other organizations are capable of

doing. These are the only organizations developed

for physicians and physicians' spouses with our par-

ticular needs and goals as its main focus. One example
is the outstanding LSM Impaired Physician's Pro-

gram, which provides support for the physician and

his family in a difficult time. Developing on a national

level is a program to help families understand the

emotional upheavals that are bound to occur when a

physician is sued for malpractice. These and other

good programs help the physician and the physician's

families cope with the growing stress in our medical

lives. But the greatest benefit comes from the fellow-

ship felt by people who are experiencing the same
problems, fears, hopes, dreams, and ideals of being

a medical family in our world today.

So let's not forget our members-at-large when
soliciting membership. Remember they need us and

we need them. It truly is a win-win situation.

Christine Owen (wife of Dr. Stanford A. Owen) is past-president of the

St. Tammany Parish Medical Auxiliary and presently co-chairman of

the LSMS Auxiliary Members-at-Large Committee.

Hundreds of

careful

phy:

have

sicians

lave selected

MDX medical
data software.

Find out why.

[ALCQM 4=sper*y IBM

Physicians who have thoroughly investigated

their choices are selecting MDX— and

detecting bottom-line benefits.

Benefits like improved cash flow. Fteal control

over patient billing. Word processing that

delivers your message. Concise reports.

Meaningful medical records. And more.

Because MDX runs on UNIX and XENIX
operating systems, multiple users can perform

multiple tasks simultaneously. And that

means increased productivity. A single user

PC/MS-DOS version is available for IBM

PC/XT and compatibles.

Call us for more information on MDX— and on

hardware that's right for your office.

Electronic Claims

Submission Available

COMPUTER SPECIALTIES, INC.— Systems Division—
2209 Lapalco Blvd. • Harvey, LA 70058

(504) 362-3649 Serving the Metro New Orleans

area and South Louisiana.
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OTOLARYNGOLOGY/
HEAD & NECK SURGERY REPOR'

ORBITAL AND PERIORBITAL
SOFT TISSUE INFECTIONS
SECONDARY TO SINUSITIS

JOHN A. WHITE, MD; ROBERT H. MILLER, MD

Orbital complications of sinusitis occur often

because of the close anatomical relationship of the

paranasal sinuses to the orbit. Periorbital and

orbital soft tissue infections occur almost

exclusively in children and management depends

upon the anatomical location of the infection.

Physical examination frequently does not delineate

the extent of disease so that computerized

tomography and ultrasound are important adjuncts

in patient evaluation. Patients require frequent

ophthalmological exams to assess change in visual

acuity and extraocular muscle function. Indications

for surgical drainage include a decrease in visual

acuity, a worsening of proptosis or decrease in

extraocular muscle function, failure of a patient to

respond to medical therapy and demonstration of

abscess formation.

Acute inflammation and swelling of the perior-

bital tissues requires urgent medical attention.

Periorbital cellulitis is a broad term that refers to soft

tissue infections of the orbit. More appropriately, these

infections can be classified according to the portion

of the orbit involved. The classification is as follows:

1) preseptal cellulitis, 2) orbital cellulitis, 3) subper-

iosteal abscess, 4) orbital abscess, and 5) complica-

tions of orbital infections. The majority of cases are

confined to the preseptal area and occur in children

secondary to sinusitis. The following case reports are

illustrative of the diagnosis and management of or-

bital soft tissue infections.

CASE REPORT I

A 7-year-old white female was referred to the otolar-

yngology service for evaluation of progressive right

periorbital swelling over 48 hours. The patient com-

plained of a mild cough but denied headaches, pur-

ulent nasal discharge or trauma. She did complain of

diplopia on right lateral gaze. There was marked

swelling of the right eyelid and a violaceous discol-

oration to the skin. Visual acuity was normal but there ^
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Fig 1. Arrow shows formation of subperiosteal ab-

scess.

Fig 3. Arrow shows early formation of subperios-

teal abscess.

Fig 2. Chemosis and swelling in right eye.

was limitation on upward and lateral gaze. Comput-
erized tomography (CT) demonstrated opacification

of the left maxillary and ethmoid sinuses. There was
elevation of the periosteum of the right medial orbital

wall and bowing of the medial rectus muscle (Fig 1).

The preliminary diagnosis was possible right subper-

iosteal abscess. The patient was begun on intravenous

chloramphenicol and oxacillin as well as an oral de-

congestant. Blood cultures were negative after 48

hours. Over the next 12 hours, the patient's condition

improved dramatically obviating the need for surgical

drainage. Followup CT revealed resolution of infec-

tion. She received a two-week course of antibiotics

and was discharged with full resolution of the infec-

tion.

CASE REPORT II

A 16-year-old black female with sickle cell anemia

presented to her pediatrician with a one-day history

of clear rhinorrhea, right eye pain, lid swelling, and
retro-orbital headaches. She had no prior history of

sinus infections, purulent nasal discharge or trauma.

On examination she had a temperature of 37.1° C.

The patient was unable to open the right eye due to

marked edema of the eyelids. Visual acuity in the right

eye was 20/30 with some restriction of extraocular

muscle motility, proptosis, and chemosis (Fig 2). The

intraocular pressure was normal. CT of the sinuses

revealed opacification of the right maxillary and eth-

moid sinuses. Changes in the soft tissue planes were

compatible with preseptal and orbital cellulitis. There

was also a suggestion of periosteal thickening (Fig 3).

Despite a 48-hour course of intravenous (IV) anti-

biotics, the patient's condition did not improve and

repeat CT demonstrated a well-defined subperiosteal

abscess. After appropriate transfusions, the eye was
explored through a Lynch incision with drainage of

a medial and superior subperiosteal abscess. A right

external ethmoidectomy and a right maxillary antros-

tomy were also performed. The patient continued to
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have marked chemosis and lid swelling but no wors-

ening of the visual acuity. Finally, after 10 days of IV

antibiotics, the chemosis and swelling resolved.

Orbital and peri-orbital soft tissue infections are

common sequela to sinusitis, especially in the pedi-

atric population. Schramm in his evaluation of 303

pediatric patients with orbital cellulitis found evi-

dence of sinusitis in 74% of the children. 1 That infec-

tion can spread from the frontal, ethmoid, or maxil-

lary sinuses may be explained by the existence of

several potential pathways. The sinuses are separated

from the orbit by a thin layer of bone in most cases.

In children, there often exists dehiscences or widened
suture lines in the bones. Spread of infection may
occur along neural or vascular structures. Direct ex-

tension of bacteria or inflammatory cells can occur

through the lamina papyracea, a thin wafer of bone
that separates the ethmoid air cells from the orbit.

Finally, the face is drained by a vast network of in-

terconnecting venous channels that are valveless, so

blood may pass in a retrograde fashion from the sinus

to the orbit and even to the cavernous sinus. Other

sources of infection include the teeth, the middle ear,

face, and foreign bodies. Infections may be due to less

obvious sources such as infected venous catheters. 2

The most common organism isolated from patients

with periorbital or orbital soft tissue infections is

Hemophilus influenza, followed by Streptococcus, Staph-

ylococcus, and Pneumococcus in decreasing fre-

quency. 34 The offending organism may be cultured

from the blood, eye secretions, or purulent material

obtained at the time of surgery. However, bacteremia

occurs in only 29% of the patients because of early

administration of antibiotics. 5 Furthermore, many au-

thors have found cultures of eye secretions to be mis-

leading. 1 Cultures can be obtained at the time of sur-

gical drainage but are also frequently negative. In

choosing the correct antibiotic, consideration must be

given to the presence of beta-lactamase producing

organisms. At our institution the pediatric infectious

disease service prefers a combination of oxacillin and
chloramphenicol although newer cephalosporins have

been proven efficacious against beta-lactamase pro-

ducing Hemophilus influenza .

5 Most infections tend to

have mixed flora and in infants there is a higher pre-

ponderence of anaerobic infections.

A useful system for classifying orbital and per-

iorbital infections has been described previously by

Chandler. 6 The most benign condition is the simple

edema, with or without discoloration of the lids, that

results as a reaction to acute sinusitis. With conserv-

ative therapy and treatment of the sinusitis, this con-

dition will resolve. Invasion of bacteria into the por-

tion of the eyelid anterior to the orbital septum results

in a preseptal (periorbital) cellulitis. The orbital sep-

tum originates from the supraorbital rim as an exten-

ion of the orbital periosteum and attaches to the tarsal

plate. This provides a formidable barrier to invasion

of the retro-orbital space. Preseptal cellulitis may be

treated with IV antibiotics and the administration of

oral and topical decongestants as well as lubrication

to the eye as necessary. Occasionally an eyelid abscess

may form which will require surgical drainage. The
next stage is orbital cellulitis which occurs when the

infection enters in the retro-orbital space inside the

muscular cone. This condition may also be treated

with decongestants and the use of IV antibiotics, but

may occasionally require surgical intervention. Sub-

periosteal abscess occurs as purulent material actually

dissects the relatively loosely-bound periosteum from

the wall of the orbit. The abscess is usually medially

located in the orbit because of the high frequency of

concomittant ethmoid sinusitis. On physical exam,

there may be a lateral displacement of the globe due

to pressure from the abscess material. The globe may
also be displaced inferiorly or superiorly depending

on whether the frontal or maxillary sinuses are the

source of infection. The next stage is formation of an

orbital abscess which is the coalescence of purulent

material within the muscular cone and usually causes

marked proptosis, chemosis, and ophthalmoplegia.

The final clinical stage is that of posterior extension

or complication as a result of orbital infections. Cav-

ernous sinus thrombosis, meningitis, subdural ab-

scess, brain abscess, and osteomyelitis can all occur

as a result of an orbital soft tissue infection. Fortu-

nately these complications are now infrequent with

the advent of newer antibiotics and more aggressive

therapy.

In general, it is difficult to determine the exact

extent of infection in the orbital tissues on physical

examination. The cardinal signs of preseptal cellulitis

are pain, redness, swelling, and proptosis. Occasion-

ally there will be decreased extraocular motility with

normal visual acuity. Ethmoid sinusitis is invariably

present. Development of chemosis, marked propto- y
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sis, and ophthalmoplegia as well as a decrease in vis-

ual acuity usually denotes the formation of a subper-

iosteal or orbital abscess. Displacement of the eye in

a lateral, inferior, or superior direction almost cer-

tainly means the presence of a subperiosteal abscess.

Ophthalmoplegia, proptosis, or a decrease in visual

acuity in the contralateral eye along with the devel-

opment of meningeal signs herald the development

of cavernous sinus thrombosis. The most important

part of the evaluation involves frequent ophthalmo-

logic examinations. A decrease in visual acuity usually

occurs when there is increased pressure within the

muscular cone of the orbit as a result of orbital or

subperiosteal abscess development.

Because of the difficulty in examining a patient

with an orbital soft tissue infection and determining

the level of involvement, CT has become the proce-

dure of choice for evaluation of these infections. The

CT scan can differentiate between preseptal and or-

bital cellulitis and can demonstrate the formation of

a subperiosteal or orbital abscess. 8 Ultrasound has been

shown to have 100% accuracy in differentiating ab-

scess and edema from normal intraorbital contents

except at the apex of the orbit. 1 Follow up CT and
ultrasound may also be used to determine the re-

sponse to medical and surgical therapy.

The decision to perform drainage must be made
as early as possible to preserve the vitality of the eye

as blindness may occur rapidly and early in the course

of the disease. 7 Surgery should be performed in any

patient in whom an abscess is clearly demonstrated

on radiographic studies. A patient exhibiting a de-

crease in visual acuity, a decrease in extraocular mo-
tility, increasing proptosis, or a lack of response to

medical therapy should be explored. The procedure

most commonly used for drainage is exploration

through a Lynch incision. If ethmoid disease is pres-

ent, an external ethmoidectomy is performed. An ex-

ternally or intranasally placed drain should be used

and removed in three to four days. Some authors

recommend adenotonsillectomy as an adjunct to sinus

drainage because of suspected association between

adenotonsillitis and sinusitis. 7 In infants, the ethmoid

air cells are often poorly developed and the maxillary

sinus is the usual source of infection. For this reason,

an antrostomy either performed intranasally or, if the

secondary teeth have erupted, through a Caldwell-

Luc incision is adequate. One of the most dreaded

complications of an orbital soft tissue infection is

blindness. Blindness can result from septic optic neu-

ritis, embolic or thrombotic occlusion of the vasa ner-

vorum of the optic nerve, and increased retro-orbital

pressure from a collection of purulent material. Loss

of vision is usually irreversible therefore the most im-

portant aspect of assessment is frequent examination

of the visual acuity. 7 Should acuity worsen, it is im-

perative to drain the area surgically. Fortunately, other

complications such as cavernous sinus thrombosis,

meningitis, subdural abscess, and osteomyelitis are

rare due to early recognition and administration of

antibiotics.

SUMMARY
An orbital or periorbital soft tissue infection can be

diagnosed by the cardinal signs of marked swelling

of the eyelids, pain, erythema. The most common
cause of this type of infection is an acute sinusitis.

The key to successful management is recognition of

when surgical intervention is necessary. Drainage

must be performed if visual acuity decreases, extra-

ocular motility decreases, proptosis increases, or if

there is lack of improvement after adequate medical

management. Additionally, the presence of an ab-

scess (orbital or subperiosteal) mandates drainage. This

can be properly assessed by use of CT scan or ultra-

sound. Complications are infrequent but may be dev-

astating. The urgency in obtaining an ophthalmologic

and otolaryngologic evaluation cannot be over em-

phasized.
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PHYSICIANS,
SCHEDULE

SOMETIME FOR
YOUR COUNTRY.

Many physicians would
like to devote some time to their

country in a local Army Reserve

unit. We know that making a

weekend commitment can be
difficult for most physicians. So it

is practical for the Army Reserve

units to be flexible about time.

It’s worth discussing.

Incidentally, in addition

to satisfying your own desire to

serve your country, there are

exceptional opportunities to do
something totally different from
a day-to-day routine. Oppor-
tunities to study new areas of

medicine, meet new people in

your specialty, and be a part of

one of the world's most advanced
medical teams.

Discuss the opportunities

with our Army Medical Person-

nel Counselor.

FOR
SURGEONS

LOOKING FOR
ACHALLENGE.
Your challenge could be the

Army Reserve unit near you. It’s a

unit that requires the services of

surgeons.

You may wish to explore the

challenge of teaching in a major

medical center. You may wish to

explore the special challenges of your
specialty in triage. Certainly you’ll be

confronted by challenges very

different from your daily routine.

You’ll also have an opportunity

to participate in a number of pro-

grams in which you’ll be able to

exchange views and information with

other surgeons from all over the

country.

The Army Reserve understands
the time demands on a busy physi-

cian, so you can count on us to be

totally flexible in making time for you
to share your specialty with your
country. We’ll arrange your training

program to work with your practice.

To find out about the benefits of

serving wdth a nearby Army Reserve

unit, we recommend you call our
Army Medical Personnel Counselor.

HERE'S ONE DOCTOR
WHO WON'T PAY
HIS MALPRACTICE

PREMIUMS THIS YEAR.
The Army covers his premiums.

Since he’s an Army Physician, there are
a lotofworries associated with private
practice that he won’t have to contend
with. Likeexcessivepaperwork, and the
overhead costs incurred in running a

privatepractice.

What he will get is a highly challeng-
ing, highly rewardingexperience. The
Army offersvaried assignments,
chances to specialize, or further your
education, and toworkwith a teamof
dedicated healthcare professionals.

Plus a generous benefits package.
Ifyou’re interested in practicinghigh

quality health care with a minimum of

administrative burdens, examine Army
medicine. Talk to vour local Army
Medical Department Counselor for

more information

ARMY MEDICINE.
BEALLYOUCANBE.

PHYSICIANS,THERE
ARE TWO KINDS
OF FLEXIBILITY IN
THEARMY RESERVE
WE THINK YOU'LL LIKE.

One, time. We know how
tough it is for a busy physician

to make weekend time commit-
ments. So we offer flexible

training programs that allow a

physician to share some time
with his or her country. We
arrange a schedule to suit your

requirements.

Two, the opportunity to

explore other phases of medi-
cine, to add a different kind of

knowledge—the challenge of
military health care. It’s a flexi-

bility which could prove to be
both stimulating and reward-

ing, with the opportunity to

participate in a variety of

programs that can put you in

contact with medical leaders

from all over the country.

See how flexible we can
be, call our Army Medical

Personnel Counselor.

ARMY RESERVE.
BEALLYOUCAN BE.

MAJOR OPPORTUNITIES FOR
HEALTH PROFESSIONALS.

Army/Army Reserve Medicine
144 Elk Place, Suite 1514
New Orleans, LA 701 12

Call collect: (504) 589-2373



LASERS IN OPHTHALMOLOGY TODAY

KENNETH G. HAIK, MD; W. LEE TERRELL III, MD;

GEORGE M. HAIK, MD
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The advent of ophthalmic laser instrumentation

has provided the surgeon with the opportunity to

coagulate / vaporize, ablate, and incise ocular

tissues in a relatively innocuous and noninvasive

manner as compared to the surgical procedures

they replace. Procedures that have proved to be

clinically efficacious for the treatment of glaucoma
include laser iridotomy, laser trabeculoplasty and

transcleral laser cyclocoagulation.

Some types of cases of diabetic retinopathy and
macular degeneration, which were previously

untreatable, may have a reasonably good prognosis

if treated in time with argon or krypton lasers.

After extracapsular cataract surgery, the remaining

posterior membrane becomes cloudy in some
cases, and produces an aftercataract with resulting

loss of sight. Immediate restoration of sight may
be obtained when a hole is made using laser light

on this secondary membrane. Retinal tears also

may be treated with laser coagulation, if retinal

detachment has not occurred. The basic modes of

action of various lasers are discussed and potential

clinical applications using the carbon dioxide laser,

purified hematoporphyrins, and the excimer laser

are described.

asers are probably the major contribution to the pre-

vention of blindness in the last decade. Yet there is a

general need for more information among physicians

about their various uses in opthalmology. We shall

endeavor to respond briefly to the questions often

directed to us by colleagues and patients: What is a

laser? How does it work? What do lasers do in the

field of ophthalmology today?

Lasers have major advantages over scalpels. The key
advantages of laser surgery are surgical precision,

safety, convenience, and reduced costs. There is little

or no risk of infection. Laser surgery often can be done
without hospitalization and with only topical anes-

thesia. With proper patient selection bleeding may be

minimized. Usually there is no pain. The patient's

recovery is more rapid since there is no surgical

wound.

OPHTHALMOLOGICAL LASERS
The word “laser," an acronym, stands for Light Am-
plification by Stimulated Emission of Radiation. A laser

is capable of producing finely-focused coherent light

at a very high power.

In commonly-used ophthalmic lasers, a strong

electric current is passed through a tube containing

one of several gases (argon or krypton) or a light is

flashed into a special crystal (Neodymium-YAG). Laser

energy is produced and a narrow uniform light beam
is emitted. When this is focused through a microscope

it produces heat coagulation, cutting, or vaporization

of targeted eye tissues.

Different lasers generate different wave lengths

of light. The krypton laser generates red light; the

argon laser generates blue-green light; and the Nd:

YAG (Neodymium-Yttrium-Aluminum-Garnet) laser

generates infrared light. 1

The principle lasers used in ophthalmology are

of two types:

1. The argon and krypton lasers are continuous-

wave thermal lasers that produce burns.

2. The YAG (neodymium) laser is a pulsed pho-

todisruptor laser that produces shock waves.

It is considered a cold laser because the cutting

action does not use heat. It can be used to cut

transparent as well as pigmented tissue, thus

the color of the iris become irrelevant. The

surgeons use a burst of pulses measured in

millijoules (mj).

Because lasers can be so finely focused and their

intensity adjusted to make controlled cuts, they are

used as a surgeon's scalpel. Ophthalmic lasers permit

greater precision and control than is possible with

other surgical techniques. Not only can they be pre-

cisely directed, but a particular color can be chosen

to destroy certain types of tissue while leaving others

relatively intact, an especially valuable effect for some
cancers. In cutting, some lasers also seal off blood

vessels so that there is relatively little bleeding. For

the eye, laser light has the interesting ability to go

harmlessly through the pupil and the optically clear

media, be absorbed by the pigmented structures, and

perform operations within the globe.

Lasers provide a convenient source of focused

light energy which can be delivered to a target in or

on the eye. Depending upon the type of instrument, it

can either create a thermal lesion or cause disruption of

tissue by non-thermal effects. The thermal lesion creates

a scar or hole in the target tissue. 2
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CURRENT USES
Diabetic Retinopathy

This is a devastating disease in which abnormal blood

vessels grow on the retina or on the optic nerve. One
of the earliest uses of the laser in ophthalmology was
for the treatment of diabetic retinopathy. Laser burns

(photocoagulation) scattered around the periphery of

the retina seal leaking vessels and form minute scars

which reduce abnormal blood vessel growth and help

bond the retina to the back of the eye. In many cases,

if diagnosed early, treatment of diabetic retinopathy

by laser has transformed a previously hopeless con-

dition causing visual loss to that of a reasonably good
prognosis. Photocoagulation cannot be used in all pa-

tients. It depends upon the location and extent of the

retinopathy and whether or not the vitreous is too

clouded with blood.

Macular Degeneration

This disorder is the most common cause of severe loss of

sight in patients over 65 years of age. Abnormal blood

vessels grow underneath the retina and cause hem-
orrhaging and resultant scarring. Laser photocoagu-

lation of neovascular maculopathy can preserve cen-

tral vision in a modest percentage of patients with

one form of the disorder. Laser therapy is useful only

for exudative (“wet") type of macular degeneration

which constitutes but 10% of all cases of macular de-

generation. Thus laser photocoagulation currently has

limited use in the management of macular degener-

ation. In cases where the new blood vessels are lo-

cated close to the center of vision (macular area) the

red krypton laser may prove beneficial for previously

unbeatable eyes. 1

Retinal Tears and Detachment

These tears or holes, which may progress to retinal

detachments, may be treated with laser coagulation.

If retinal detachment has already occurred, an oper-

ative procedure usually is performed. Laser may then

be useful to reinforce areas of tenuous adhesion.

Glaucoma

In the last five years, laser techniques have revolutionized

the treatment of glaucoma. Shortly after the impact of

photocoagulation in the treatment of retinal disease,

attention was transferred to the laser treatment of

glaucoma. By shining the laser beam through the

transparent cornea onto the pigmented surface of the

iris, a hole can be drilled through the iris from the

anterior chamber to the posterior chamber. This cre-

ates a shunt for aqueous humor flow, enabling a non-

surgical treatment for pupillary block, angle-closure (nar-

row angle) glaucoma. This procedure (laser iridot-

omy) is now the standard therapy for the condition.

It is performed under topical anesthesia on an out-

patient basis. 3

The remarkable findings that the placement of a

ring of multiple photocoagulation scars on the tra-

becular meshwork with the argon laser in open-angle

glaucoma may result in long-term intraocular pressure

reduction represented a major advance in this field.

Thus argon laser trabeculoplasty (ALT) has become a

major tool in the treatment of advanced open-angle

glaucoma. 3 Patients with primary open-angle glau-

coma have the best results with ALT. Patients with

secondary glaucoma and young patients with pig-

ment-dispersion syndrome respond less. Patients with

any form of open-angle glaucoma have some re-

sponse to ALT. Black patients, who respond poorly

to conventional surgery, also may do well. 4 The most

significant complication of argon laser trabeculoplasty

is an elevation of intraocular pressure (IOP) and iritis.

By transmitting the laser beam through intact

conjunctiva and sclera and having it absorbed by the

ciliary body (the source of aqueous humor produc-

tion), ablation of the ciliary body with subsequent

decrease in aqueous humor formation can be per-

formed. The technique may be useful for eyes that

are intractable to other medical and surgical therapy

in the treatment of severe open-angle glaucoma. This

procedure, called transcleral laser cyclocoagulation, is now
performed with neodymium solid state lasers which

penetrate the sclera and are absorbed by ciliary body

pigment. 3

Cataracts

Contrary to public misconception, this laser technique is

NOT used to remove the cataractous lens as a whole, but

is employed in post-cataract surgery to cut an aperture in

the posterior capsule for the passage of light. The posterior

membrane (capsule) left after extracapsular cataract

surgery ordinarily remains clear. However, a cloudy

area may develop in it and loss of sight may result.

A hole can be made in the capsular membrane with
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a pulsed neodymium YAG laser and the patient's vi-

sion restored immediately. The procedure is per-

formed on an outpatient basis with a topical anes-

thetic and requires only a few minutes.

Other Uses of Lasers

in Ophthalmology

A myriad of uses of lasers in ophthalmology have

been developed and are being refined by experience.

A few include: treatment of diabetic traction, retinal

detachment, cutting vitreal strands and iris adhe-

sions, welding new corneas in place, photocoagula-

tion for macular edema in branch vein occulsion, pho-

tocoagulation of various angiomas, and treatment of

various malignancies, such as ocular melanomas.

OTHER LASERS

Carbon Dioxide Laser

The carbon dioxide laser has the ability to cut all tis-

sues hemostatically. It has been used in ophthalmol-

ogy to perform filtering glaucoma surgery (laser tra-

beculoplasty) and more extensively in lid plastic

surgery. Hemangiomas and basal cell carcinomas are

among the tumors controlled by this microscopically-

controlled cutting beam. Also blepharoplasties can be

performed hemostatically. 3

Hematoporphyrin Derivative Therapy

The 6300 angstrom band of the dye laser has been used to

activate hematoporphyrin derivative (HPD) that has been

retained by ocular tumor tissue such as choroidal melanoma

and basal cell carcinoma. This hematoporphyrin deriv-

ative is retained by tumor tissue 72 hours after inges-

tion, but is not retained by normal tissue that long.

Cellular HPD, when activated by the 6300 angstrom
light, forms an oxygen singlet that is toxic to the cell

membrane, resulting in autonecrosis of the tumor tis-

sue. This autoselective destruction opens up a whole
new field of phototherapy, not only for ophthalmol-

ogy, but for other medical specialties. The normal
tissue is spared due to the relationship of a specific

wavelength of light to substances selectively retained

by tumor tissue. 3

Excimer Laser

Ophthalmology may be the first medical specialty to

use the excimer laser in a practical manner. The ex-

cimer laser, presently in the experimental stage, pro-

duces pulses of high energy ultraviolet light. 5 - 6 When
these are applied to the cornea, precise excision of

tissue is achieved with submicron tolerances by a

process termed ablative photodecomposition. The ex-

cimer laser system probably is not appropriate for

radial keratotomy, but may be useful for keratomi-

leusis or to perform keratectomy. Since no hemostasis

occurs with the excimer laser, it lends itself to use in

corneal surgery as the tissue is avascular. An intra-

ocular excimer laser system capable of cutting intra-

vitreal membranes has been developed. 7 Experimen-

tal work is being conducted using the excimer laser

in a "debriding" technique to remove sites of infec-

tion.

The excimer laser produces the minute incisions

with little or no thermal injury, such as, charring or

shrinkage, to the surrounding tissue. However, the

molecular damage to the targeted tissue is extraor-

dinary. The mechanism of damage to the affected

tissue has not be established. From studies of excimer

laser ablation of polymers, it has been suggested that

ultraviolet radiation can remove tissue by directly

breaking chemical bonds. Other ablating lasers, such

as the carbon dioxide laser, rely upon spectral ab-

sorption with generation of high temperatures to va-

porize tissue. 5
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Physicians Recognition Award
Seventeen physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during

June, 1987. This award is presented by the American Medical Association to physicians who have voluntarily

completed 1 50 hours of continuing medical education during a consecutive three-year time period. Of these 1 50

hours, at least 60 must be in AMA/PRA Category 1. These seventeen individuals are presented below.

Angola

Hat Quang Ta, MD
New Iberia

Andre G. Guettee, MD
Pearl River

Herbert W. Henry, MD

Kenner

John T. Patterson, MD
Jan B. Wampold, MD *

Lafayette

Thomas L. Dumler, MD

Maurice

Kenneth W. Christrup, MD

New Orleans

Maria L. Ariano, MD *

Herbert B. Christianson, MD
Edward R. Eckert, MD *

Robert M. Kessler, MD *

Samir A. Osman, MD
Robert L. Rietschel, MD
Phyllis D. Waring, MD *

Shreveport

Dana C. Covey, MD

Springhill

Charles L. Payne, MD
Leamon G. Torrence, MD

These individuals are not members of the Louisiana State Medical Society

The Accreditation Council for Continuing Medical Education (ACCME), of which the American Medical

Association is a member, conducts a voluntary accreditation program for institutions and organizations providing

continuing medical education (CME). By evaluating and granting recognition to institutions or organizations whose

CME programs comply with the standards or ESSENTIALS, ACCME seeks to improve the quality of CME and to

assist physicians in identifying such programs. These programs are allowed to confer AMA/PRA Category 1 credit.

The LSMS accredits "intrastate" providers of CME which may only advertise their CME programs within their own
geographic area. This area is defined as their home, and bordering, states. ACCME accredits "interstate" providers

of CME which serve a larger, national area. These accredited Louisiana institutions are presented below;

INTRASTATE CME PROVIDERS Southern Baptist Hospital

Baton Rouge

Baton Rouge General Medical Center

Our Lady of the Lake Regional Medical Center

Lafayette

Hamilton Medical Group

Metairie

East Jefferson General Hospital

New Orleans

Internal Medicine Group
Louisiana Academy of Family Physicians

Louisiana Dermatological Society

Pendleton Memorial Methodist Hospital

Shreveport

Schumpert Medical Center

INTERSTATE CME PROVIDERS

New Orleans

Alton Ochsner Medical Foundation

Azar Foundation

Contact Lens Association of Ophthalmologists

Eye Foundation of America

LSU School of Medicine - New Orleans

New Orleans Academy of Ophthalmology

Tulane University Medical Center

Shreveport

LSU School of Medicine - Shreveport



MICROBIAL AGENTS OF DIARRHEA

FRED R. COX, PhD; JERARD R. MARTIN, MD

Recently recognized viral, bacterial, and parasitic

agents of diarrhea are more prevalent than the

classical agents of Salmonella, Shigella, and
Giardia. A brief discussion of the prevalent new
agents, rotavirus, Norwalk virus, Campylobacter,

Aeromonas, Clostridium difficile, and
Cryptosporidium, as well as less frequently

encountered agents, is presented.

U
ntil the mid-70s, the generally recognized etiol-

ogies of diarrhea were Salmonella, Shigella, and

Giardia. Foodborne diarrheal diseases caused by
staphylococcal enterotoxin, Clostridium perfringens, and

Bacillus cereus have been diagnosed clinically. Exclud-

ing epidemic outbreaks, it has not been practical to

attempt laboratory confirmation of foodborne dis-

eases.

In recent years, great progress has been made in

the identification of the etiologies of diarrhea. In ad-

dition to the classical agents of Salmonella, Shigella,

and Giardia, major new agents that have been rec-

ognized include, rotavirus, Norwalk virus, Campylo-

bacter, Clostridium difficile, Cryptosporidium, and pre-

sumptively Aeromonas.

VIRUSES

Pediatricians during the mid-70s began to recognize

rotavirus as the predominant agent of diarrhea in chil-

dren ages six months to two years. Greater than 50%
of children in this age group that are hospitalized due
to dehydration associated with diarrhea have rota-

virus infection. The peak incidence occurs during the

winter months, and nosocomial rotavirus infections ^
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may become epidemic in hospital settings. Transmis-

sion is via the fecal-oral route, with an incubation of

24 to 48 hours, and maximum virus shedding occurs

from the third to the fifth day after disease onset.

Diarrhea of five to eight days duration is the main

feature, and it is frequently accompanied by vomiting

and fever. (Subclinical infections are common in adult

contacts of children with rotavirus infection.)

Rotazyme, a commercial enzyme immunoassay
test using a polyclonal antirotavirus antibody, is cur-

rently used by laboratories testing for rotavirus. The

Rotazyme test is reliable when testing symptomatic

neonates and children; however, unacceptably high

rates of false-positives occur when screening asymp-

tomatic children. The future development of a com-

mercial enzyme immunoassay test kit employing a

monoclonal anti-rotavirus antibody should increase

test specificity and sensitivity. Results of preliminary

studies using a latex agglutination procedure for de-

tection of rotavirus indicate that these tests are reli-

able.

In 1972 a virus was recognized as the etiology of

an outbreak of acute enteric illness in Norwalk, Ohio.

Subsequent work has revealed that the Norwalk virus

is commonly associated with epidemic enteric infec-

tions, primarily infecting school-age children and

adults. Outbreak investigations by the Centers for

Disease Control have identified the Norwalk virus as

the predominant agent of acute nonbacterial enteric

illness.

The Norwalk virus has a fecal-oral route of trans-

mission via waterborn, foodborne, and person-to-per-

son transmission with secondary person-to-person

transmission being common. The incubation is about

48 hours and disease consists of nausea, vomiting,

and diarrhea, in combinations, with complete recov-

ery in 24 to 48 hours.

Outbreaks of Norwalk virus are confirmed by

public health/research laboratories capable of per-

forming Norwalk serology on paired sera.

Additional viruses are also associated with acute

enteric illnesses. The most notable are a pararotavirus

and fastidious adenovirus, which like rotavirus, cause

sporadic, but occasional epidemic infections, primar-

ily in infants and young children. Laboratory confir-

mation of these agents is not readily available since

identification is generally made by electron micros-

copy.

BACTERIA

In 1977 British investigator M.B. Skirrow reported the

use of a selective medium for the isolation of Cam-

pylobacter jejuni from patients with diarrhea, and he

found Campylobacter to be the predominant bacterial

agent of diarrhea in his patient population. In the

United States, data from the Centers for Disease Con-

trol suggest that Campylobacter and Salmonella occur at

about equivalent frequencies, but due to more com-

prehensive surveillance for Salmonella, the actual in-

cidence of Campylobacter infections may be much
higher. It is reasonable to expect that approximately

5% of diarrheal stools received by laboratories will

contain Campylobacter.

Laboratories that culture stool specimens should

incorporate a selective medium for Campylobacter jejuni

and incubate the plate in a microaerophilic environ-

ment for 48 hours, preferably at 42°C. The growth of

curved gram negative rods is sufficient for an iden-

tification of C. jejuni. To differentiate the occasional

isolate of Campylobacter coli, which causes a similar

disease, hippurate hydrolysis can be performed.

Most patients with Campylobacter infection com-

plain of diarrhea, crampy abdominal pain, chills, and

fever. Erythromycin therapy will eliminate excretion

of Campylobacter. However, in one study, erythro-

mycin therapy had no demonstrable effect on the clin-

ical course of the disease in patients receiving therapy

five to six days after the onset of diarrhea.

The past status of Aeromonas hydrophila as an agent

of diarrhea has been equivocal; however, recent stud-

ies have identified A. hydrophila as an enterotoxigenic

species, and indicate that it may be more prevalent

than previously thought. In these studies, where me-

dia more selective for A. hydrophilia than is currently

in routine laboratory use were inoculated, the orga-

nism was isolated from 7% to 10% of patients with

diarrheal disease. In one study, most cases were re-

ported in the summer months. Diarrhea usually lasted

one to two weeks and about 20% of patients had

diarrhea containing mucus and blood. Specific ther-

apy (e.g. trimethoprim or trimethoprim/sulfamethox-

azole as confirmed by susceptibility tests) was con-

sidered only in cases of prolonged diarrhea and the

presence of a positive stool culture. If these initial

findings of prevalence and enteric pathogenicity for

Aeromonas are confirmed in our area the organism may
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gain a relevance equal to that of Campylobacter and/or

Salmonella.

The association of clindamycin therapy and pseu-

domembranous colitis (PMC) during the mid-70s led

to the identification of cytotoxin producing Clostridium

difficile as the specific etiology of PMC. It is now rec-

ognized that all PMC is caused by C. difficile cytotoxin.

Clostridium difficile cytotoxin is found in most patients

that develop colitis following administration of anti-

biotics, primarily clindamycin, cephalosporins, and
ampicillin, and about 20% to 25% of patients with

antibiotic-associated diarrhea. Other mechanisms (e.g.

pharmacologic) appear to be involved in most cases

of antibiotic-associated diarrhea.

The symptoms of C. difficile cytotoxin mediated

disease range from mild diarrhea, which usually sub-

sides with discontinuation of antibiotic, to severe,

protracted diarrhea, and systemic manifestations that

require hospitalization. A review of specific therapy

is presented by Bartlett. 4

Cases of antibiotic-associated diarrhea mediated

by C. difficile cytotoxin are identified by cytotoxin as-

say. Colitis and PMC are diagnosed by symptoma-
tology, a positive C. difficile cytotoxin assay and en-

doscopy. Symptoms may include abdominal pain,

abdominal tenderness, fever, and peripheral leuko-

cytosis, but in some patients may consist of little more
than protracted diarrhea. Fecal leukocytes may or may
not be present.

Cell culture assay is the method of choice for the

detection of cytotoxin. A latex method has been mar-

keted, but the test identifies antigens other than cy-

totoxins. Culture alone for C. difficile is not recom-

mended since 10% to 20% of hospitalized adults and
10% to 20% of adults taking antibiotics may be culture

positive. Infants have high rates of colonization as

well as stools positive for cytotoxin, but, unlike adults,

the immature gut seems to be protected from the cy-

totoxic effects of C. difficile cytotoxin.

Southern Louisiana has experienced outbreaks of

enteric infection caused by vibrios in recent years. In

1978, 11 cases of Vibrio cholerae were recognized. An
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isolated case had occurred in Texas in 1973 and in

1982, two sporadic cases and an outbreak (16 cases)

occurred. The causative agent, beta-hemolytic El Tor

V. cholerae 01, Inaba, appears to be unique and en-

demic to the Gulf coast region.

A foodborne outbreak of Vibrio parahaemolyticus

involved over 1,000 persons attending a dinner at Port

Allen on June, 1978. Shrimp that has been improperly

cooked and handled appeared to be the source of

infection. Most patients experienced diarrhea, cramps,

weakness, and nausea. A sample survey indicated

that physicians were seen for treatment by 26%, and
7% required hospitalization.

Patients with diarrhea caused by vibrios should

be detected by culture on the routine battery of stool

media, i.e., blood agar and MacConkey agar, if oxi-

dase testing is performed.

Yersinia enterocolitica gastroenteritis, with associ-

ated mesenteric adenitis and ileitis, is prevalent in

Europe, Canada and the northeastern United States,

but rare in the southern United States. Infections that

occur in the southern United States can be recognized

with the routine battery of stool media by cognizant

laboratorians. Cold enrichment is not required to iso-

late Yersinia from the symptomatic patient.

Strains of Escherichia coli cause enteric disease by
multiple mechanisms. In the past, enteropathogenic

E. coli caused problems primarily in infants, and en-

teric disease was associated with specific serotypes.

At present, these strains are not causing neonatal

problems in the United States, but are significant in

the developing countries.

Enteroinvasive £. coli are apparently rare in the

United States. Infections caused by enteroinvasive

strains are clinically similar to Shigella infections.

Enterotoxigenic E. coli are a major problem in

developing countries, but, excluding travelers from

these countries, are uncommon in the developed na-

tions.

Hemorrhagic colitis and hemolytic uremic syn-

drome have been associated with enterohemorrhagic

E. coli strains that produce Shiga toxin. Initially, ser-

otype 0157-.H7 was implicated, but more recently,

multiple serotypes have been associated with these

clinical syndromes. 5 The prevalance of enterohemor-

rhagic E. coli is unknown, and in patients with bloody

diarrhea and no recognized pathogen, Shiga toxin

testing of the original stool (stored frozen) may be

justified.

Salmonella and Shigella, the classically recognized

bacterial agents of diarrhea, are readily isolated by
laboratories. The extent of laboratory service should

include a biochemical identification of Salmonella typhi,

Salmonella choleraesuis, and Salmonella paratyphi due to

their production of enteric fever, bacteremia, and/or

metatastic infection. Other Salmonella serotypes are

confirmed by reference laboratories. Simple gastroen-

teritis caused by this latter group (enteritis serotypes)

are not an indication for antibiotic therapy.

Shigella sonnei is the predominant Shigella isolated

in the southern United States and produces milder

disease than the other encountered species. Shigella

flexneri. Antibiotic therapy (empirically trimethoprim/

sulfamethoxazole) decreases the duration of illness

and excretion of Shigella.

PARASITES

About 1980, the coccidial protozoan parasite Crypto-

sporidium, long recognized as an enteric parasite of

animals, especially calves, was recognized as the etiol-

ogy of a severe, protracted diarrhea in AIDS patients.

Subsequently, clinical laboratories began to develop

proficiency in the identification of Cryptosporidium. As
a result of the sudden awareness of Cryptosporidium,

laboratories began to report Cryptosporidium in im-

munocompetent patients.

In one recent survey report, Cryptosporidium oc-

curred in 1.2% of clinical specimens submitted for

routine microbiological examination, second only to

Giardia, for enteric parasites. 6 Like Giardia, multiple

outbreaks of cryptosporidiosis have been reported

among children attending day-care centers where in-

fectivity reached levels greater than one-fourth of par-

ticipants.

Patient symptoms have included fever, vomiting,

and watery, nonbloody diarrhea two to nine times a

day, with a mean duration of 11 days. No drugs have

been found that are clearly efficacious in the treatment

of cryptosporidiosis.

The organism is slightly oval and 4 to 6 u in

length. Unlike other parasite cysts that are routinely

recognized in laboratories, Cryptosporidium does not

stain with iodine, thus is appears hyaline and refrac-

tile. Confirmatory identification can be made using

modified Kinyoun or auramine acid-fast stains. For-

malin-ethyl acetate concentration followed by Kin-

youn staining appears to be as sensitive as sucrose
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flotation in the identification of Cryptosporidium.

Blastocystis hominis is another newly recognized

enteric protozoan parasite of man. 7 The most common
clinical presentation of B. hominis infection has been

diarrhea, and other features have included abdominal

pain and cramping, gas, nausea and vomiting, fever,

headache, chills, and malaise. Symptomatic infection

has been associated with greater than five cysts/high

power field (400x) on direct examination feces. Me-
tronidazole appears to be effective in the treatment

of B. hominis.

In the past, B. hominis has been classified as a

fungus, a flagellate or a yeast. Human diarrhea is

associated with an 8 to 10 u spherical and/or oval form

with a large central vacuole, and a peripheral cyto-

plasm that may contain granules. The organism will

lyse if exposed to water; therefore, examination meth-

ods must employ saline or a balanced salts solution.

Recent prevalence surveys have revealed that

Giardia infections are common in day-care centers. 8

Giardia cysts were identified in about one-fourth of
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participants, most of whom were asymptomatic dur-

ing the time of the surveys.

There is no concensus on the management of

asymptomatic cyst excreters. Pickering et al8 report

that infection seems to be well-tolerated in asymp-

tomatic excreters. They were unable to show a rela-

tionship between excretion of Giardia and occurrence

of diarrhea or failure to thrive. They speculate that

reinfection after treatment is likely to occur unless

strict infection control is practiced. On the other hand,

the cyst carrier serves as a source of infection for fam-

ily members and the community.

Giardiasis should be ruled out in patients with

noninflammatory diarrhea or malabsorption, since

these symptomatic individuals will benefit from spe-

cific therapy. The diagnosis of giardiasis in many
symptomatic patients will require the examination of

duodenal aspirates and multiple stool specimens. Fe-

cal shedding of Giardia can be periodic with negative

intervals of up to one month. In the near future, im-

munological methods that detect Giardia antigen in

herpes labialis
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feces may provide a sensitive adjunct to duodenal and

stool examinations.

Occasionally Entamoeba histolytica is isolated. Stool

examination is the method of choice for the detection

of cyst carriers, but amoebic serology is more sensitive

than stool examination for the diagnosis of amoebic

colitis and amoebic liver abscess. In one study, stool

examination detected E. histolytica in 57% and 23% of

amoebic colitis and amoebic liver abscess patients,

respectively; whereas, amoebic serology by gel dif-

fusion detected 86% with amoebic colitis and 95%
with amoebic liver abscess. 9

SUMMARY
In most cases of microbially mediated diarrhea, the

specific agent(s) can be identified and the laboratory

examination of these specimens is straight forward,

albeit costly, whereas the clinical decision as to which

patients should have stools examined is not so clear

cut. Guerrant et al 10 propose that patients with a his-

tory that includes fever, bloody diarrhea, tenesmus,

persisting abdominal pain, weight loss, seafood

ingestion, recent antibiotic use, an outbreak, male

homosexual exposure, or duration of more than 48

hours have a stool examined for leukocytes and par-

asites. Generally, among the more common agents of

diarrhea, rotavirus, Norwalk virus, Giardia, and
staphylococcal and C. perfringens food poisoning cause

a noninflammatory diarrhea, i.e., no fecal leukocytes

present, whereas Campylobacter , Salmonella , Shigella,

Aeromonas, and C. difficile cause an inflammatory diar-

rhea. The presence of fecal leukocytes or a history of

fever, blood, or tenesmus justifies a routine cul-

ture.
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SELECTIVE MANAGEMENT
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Two patients with shotgun wounds to the

abdomen were managed expectantly. One required

surgery for a perforated gallbladder; the second

was discharged at 72 hours and remained

asymptomatic. The first patient had a benign
postoperative course. Some SGW may be handled

conservatively, if a knowledgeable, trauma-

experienced house staff is available.

I

T is generally agreed that low-velocity penetrating

wounds of the abdomen may be safely managed
expectantly with good results. 1 '7 Shotgun wounds
(SGW) of the abdomen may also be handled in this

fashion if there are negative clinical findings, no evi-

dence of peritoneal penetration, and an experienced,

competent house staff available for frequent obser-

vation and examination of the patient. It is the pur-

pose of this report to demonstrate the safe, expectant

elective management of SGW with delayed laparot-

omy and no adverse sequelae.

CASE REPORT I

A 53-year-old man was admitted to the Charity Hos-

pital of Louisiana at New Orleans (CHNO) Accident

Ward in stable condition 30 minutes after sustaining

a .410 shotgun blast from a distance of 30 yards. Upon
arrival his vital signs were stable. The pattern of injury

ranged from the upper chest to the upper thigh, en-

compassing the entire anterior trunk and right side.

The patient did not complain of abdominal pain or

tenderness. Breath sounds were normal, bowel sounds

were present, and stool was hemetest negative.

Roentgenograms of the chest demonstrated multiple ^
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metallic foreign bodies, but no pneumothorax or hem-
othorax. Abdominal films showed non-specific find-

ings with questionable periotoneal penetration by the

overlying shot. The hematocrit was stable at 43%.

The patient was admitted, placed on intravenous

(IV) fluids, maintained on nothing by mouth, and
given tetanus toxoid. On hospital day 2 the patient

continued to have normal bowel sounds without

tenderness and was passing stool and flatus. Serial

x-ray evaluations were unchanged, as were serial lab-

oratory tests. The patient was started on a diet, which
he seemed to tolerate well. On the morning of hospital

day 3, the patient had a temperature elevation to

39.6°C. Physical examination indicated no acute per-

itoneal findings, but bowel sounds were absent and
abdominal distention was present without tenderness

or complaints of pain. The white blood cell count had
increased from 8000 to 15,600 cells since the previous

morning. The patient was placed on broad-spectrum

antibiotics, fluid resuscitated, and underwent explor-

atory laparotomy, which showed a single perforation

of the gallbladder with gross spillage of bile through-

out the peritoneal cavity. A single piece of #8 shot

was found floating free in the pelvis. A cholecystec-

tomy was performed, and the patient recovered with-

out incident and was discharged on hospital day 8.

CASE REPORT II

A 24-year-old man was admitted to CHNO after sus-

taining a SGW with a .410 shotgun to his anterior

torso from a distance of 10 yards. Initial physical ex-

amination demonstrated no peritoneal signs. The pa-

tient's vital signs and laboratory studies were normal.

Plain films of the abdomen (including a lateral view)

showed evidence of penetrating shot. The patient was
alert, cooperative, and had no complaints of pain. He
was placed on IV fluids, maintained on nothing by

mouth, given tetanus toxoid, and observed closely.

By 48 hours after admission, the patient's clinical and
laboratory findings were normal and he was started

on a diet. The patient was discharged home at 72

hours, and seen in the clinic at seven and 21 days

after injury. He remained asymptomatic.

DISCUSSION

Unlike other firearm injuries, SGW when sustained
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from long ranges can often be managed expec-

tantly. 8-12

Sherman and Parrish10 classified SGW into three

categories:

1. Type I injuries are sustained from a distance

of over seven yards. These injuries usually

penetrate subcutaneous tissue and sometimes

deep fascia. Expectant management may be

most appropriate for this category of injury.

Even if perforations are present, they will usu-

ally seal without sequelae. The mortality rate

for this type of injury ranges from 0% to 5%

.

In Sherman and Parrish's experience, two of

30 patients had minor complications from ex-

pectant management. 10

2. Type II injuries are sustained from distances

of three to seven yards, and generally require

aggressive treatment because of deep struc-

tural damage. Expectant management is usu-

ally not an option with this type of injury. The

mortality rate from Type II injuries is 5% to

10%.

3. Type III injuries are sustained at a distance of

less than three yards, and involve massive soft

tissue loss and deep structural damage. Mor-

tality rates for Type III injuries are from 15%

to 20%, and surgical intervention is always

required.

The overall mortality rate from SGW is 8% to 10%,

compared with 4% to 5% for other gunshot wounds.

The cases we are reporting are Type I injuries.

An isolated perforation of the gallbladder would ac-

count for the delay in the abdominal findings ob-

served in Case I. Isolated gallbladder injuries can oc-

cur from SGW; symptoms may occur late. Bile

peritonitis does not usually manifest itself acutely un-

less the bile is contaminated. 1315 In our first case bile

cultures did grow Klebsiella species. Admission and

close observation should be mandatory for patients

with SGW in the abdomen, even if intra-abdominal

injury is not suspected. If symptoms or signs of vis-

ceral injury develop, immediate exploration is

warranted.
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Norton W. Voorhies, MD

ECG OF THE MONTH

TWO OUT OF THREE

JORGE I. MARTINEZ-LOPEZ, MD

The 6-lead tracing shown below is part of an unidentified 12-lead tracing received at the Heart Station.

No medical information was appended.

What is your diagnosis? Elucidation is on page 7.

JOURNAL VOL 139 OCTOBER 5



DX:CANCER
Now Yi)ur

Patient Needs
Every Advantage.
When cancer is diagnosed,

your patient looks to you—
to recommend, to advise, to

discuss all the available

options: chemotherapy,

radiation therapy, surgery.

Sometimes they want

answers to very difficult

questions. They want

access to the most current

therapies. They need

emotional support.

When we planned The
Center for Living with

Cancer, we addressed every

need of the oncology

patient, from initial

diagnosis through

treatment. The physical

facility is unparalleled,

including family kitchen,

whirlpool, patient teaching

facility, and Murphy beds

for family. The nursing

staff’s expertise in

chemotherapy adminstra-

tion is complimented by

support groups and

individual counseling to

address non-medical

concerns.

Our staff and oncologists

will discuss the most

advanced treatment

modalities with you,

including protocols in use

at the major research

centers.

We offer inpatient care,

outpatient services, and an

integratedplan of care in

consultation with the

referring physician— every

advantage for your patients

with oncologic diagnosis.

Any patient

with an
oncological

diagnosis may
be admitted to

The Center for

Living with Cancer
by a member of East

Jefferson General’s

medical staff. There is

no additional charge for

inpatient care in the

specialized facility.
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ECG of the Month
Case presentation is on page 5.

DIAGNOSIS — Atrial fibrillation; bifascicular block

The tracing shows an irregular rhythm, with ventric-

ular rates ranging from 52 to 115 a minute, and ab-

normally wide QRS complexes (0.12 sec). None of the

wide QRS complexes is preceded by P waves. Instead,

there is a constant, irregular undulation of the iso-

electric line that is consistent with the diagnosis of

atrial fibrillation.

The wide QRS complexes show a uniform mor-

phology of rSR' in VI, which is that of complete right

bundle branch block (CRBBB). Secondary ST-T wave
changes are present.

There is abnormal left axis deviation in the frontal

plane (limb leads 1, 2, and 3).

DISCUSSION

In the absence of accessory pathways, all supraven-

tricular impulses, whether of sinus or ectopic origin,

reach the ventricles by way of the AV junction, bundle

of His, and the intraventricular conducting system

(IVCS), in that order. The IVCS has been considered

to be trifascicular: a single right bundle branch and a

bidivisional left bundle branch consisting of anterior

(superior) and posterior (inferior) fascicles.

Anatomical and electrophysiological studies

strongly indicate that the trifascicular concept of in-

traventricular conduction is an oversimplification that

does not truly represent the anatomical distribution

of the components of IVCS, specifically those on the

left side. These studies suggest that groups of inter-

connecting septal fibers (septal fascicles) are also pres-

ent in the left side of the heart, besides the anterior

and posterior fascicles. Although conduction block

within the septal fascicles lacks clearly defined ECG
criteria, recent publications have reported that pure,

isolated conduction block of this fascicle mav be man-
J

ifested by the presence of large R waves in precordial

lead VI. This ECG pattern mimics right ventricular

hypertrophy and true posterior myocardial infarction.

In spite of the above comments, the trifascicular

concept remains very useful in the functional char-

acterization of ECG patterns of conduction disturb-

ances involving the IVCS and will be used in the

discussion to follow.

Terms used to designate abnormal conduction in

IVCS will be introduced first. Because of the trifas-

cicularity of IVCS, involvement of only one fascicle is

termed monofascicular. Bifascicular block describes

the occurrence of conduction block in two out of three

fascicles, whereas trifascicular block indicates involve-

ment of all three. Use of the term hemiblock is restricted

to the two fascicles in the left ventricle: anterior (su-

perior) and posterior (inferior). Bilateral bundle branch

block indicates the presences of right bundle branch

and either left anterior or left posterior fascicular block.

As envisioned by the trifascicular concept, after

crossing the bundle of His, the advancing electrical

impulse depolarizes the left ventricle by way of the

bidivisional left bundle branch, whereas the right ven-

tricle is depolarized by way of the right bundle branch.

The left ventricle is depolarized slightly ahead of the

right ventricle, but the degree of asynchronism ob-

served with normal trifascicular conduction is so small

that the QRS complex is narrow. The presence of

isolated hemiblock does not cause the QRS complex to

widen abnormally, but does cause a shift in the spatial

orientation of the main QRS vector in the frontal plane:

to the left and superiorly with block of the anterior

fascicle (LAFB) and to the right and inferiorly with

posterior fascicular involvement (LPFB). When hem-
iblock is associated with wide QRS complexes, it is

an indication that other complicating factors are pres-

ent, such as severe left ventricular hypertrophy, focal

intraventricular block due to myocardial infarction and

fibrosis, or bundle branch block. Complete right bun-

dle branch block (CRBBB) by itself, for example, does

not alter the mean QRS axis in the frontal plane; it

only affects the terminal forces, leading to abnormal

widening of the QRS.

The tracing under discussion shows atrial fibril-

lation, abnormal left axis deviation (farther to the left

than minus 45 degrees) and CRBBB. The last two

findings are consistent with the ECG diagnosis of bi-

fascicular, bilateral bundle branch block. In other

words, two out of three fascicles are not capable of

conducting: the left anterior fascicle and the right bun-

dle branch block (LAFB and CRBBB). One can further

deduce that the atrial fibrillatory impulses can only

enter the left ventricle and that by way of the re-

maining functioning left posterior fascicle. Accord-

ingly, depolarization starts at the infero-posterior wall

JOURNAL VOL 139 OCTOBER 7



of the left ventricle, causing the initial 0.02 sec vector

to be shifted interiorly and to the right. Subsequently,

the electrical impulse spreads from below upward in

the left ventricle and causes the main QRS vector to

shift superiorly and to the left. At the same time,

because of the coexistent CRBBB, the advancing elec-

trical front must cross the interventricular septum from

the left ventricle to reach and depolarize the right

ventricle.

Chronic bifascicular block is a marker for asso-

ciated heart disease. Its recognition is important even

when the conduction abnormality itself may not re-

quire treatment.

The most common cause of combined LAFB and
CRBBB is coronary artery disease, resulting from either

an anteroseptal myocardial infarction or disease of the

left anterior descending coronary artery. Serious

questions with clinical implications are raised when
this bilateral bifascicular block is present: Does this

combination presage complete AV block? Should pa-

tients with this bifascicular block have “prophylactic"

implantation of cardiac pacemakers? Based on the re-

sults of a number of studies reporting the natural

history of combined LAFB and CRBBB, the answer to

both questions is a resounding “No." Only a small

number of patients with chronic bifascicular block

progresses to complete AV block. Nevertheless, com-
pared to control subjects, patients with combined
LAFB and CRBBB have excessive mortality and mor-
bidity. However, late mortality is not improved by
permanent pacemaker implantation. Only in patients

with a very long H-V interval, as determined by in-

vasive electrophysiological studies, and severe heart

disease may a pacemaker possibly alter the mortality.

SELECTED REFERENCES
1. Rosenbaum MB, Elizari MV, Lazzari JO: The hemiblocks: New concepts on

intraventricular conduction based on human anatomical, physiological, and clin-
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2. Demoulin JC, Kulbertus HE: Histopathological examination of concept of

left hemiblock. Br Heart J 1972;34:807-814.
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MEDICAL STUDENT SECTION

AIDS
AND THE PHYSICIAN OF TOMORROW

GORDON A. COHEN, MS

Rarely has a disease like the acquired immune
deficiency syndrome (AIDS) plunged the medi-

cal community and society into such widespread con-

flict and debate. AIDS is a multi-faceted disease as it

is not just another illness, but rather an illness with

a strong social stigma. AIDS has created a number of

moral, ethical and social dilemmas which are having

a serious impact on the medical community as well

as society. No longer is AIDS just a scientific curiosity:

it has become a part of the ever-growing political arena.

Much of the controversy surrounding AIDS today is

the result of widespread misunderstanding of the dis-

ease. Not only is the disease misunderstood by the

general public, but it is still quite confusing to the

medical community. As a result, AIDS presents an

enormous challenge for the medical student of today

as it will undoubtedly be an unavoidable problem for

the practicing physician of tomorrow.

What makes AIDS such a challenge for medical

students as they look forward to their future careers?

Unfortunately, because of the lack of knowledge re-

garding AIDS, medical students are constantly ex-

posed to conflicting information concerning the dis-

ease, questionable case reports and controversial

research, all of which only further add to confusion.

The end result is that the student must sift through

this barrage of information and try to formulate some
sort of understanding of AIDS. This process is inten-

sified by the current social dilemma surrounding AIDS.

This is a disease that, to date, has been primarily iso-

lated to the male homosexual population and intra-

venous drug abusers. Because of the lack of under-

standing about AIDS, many are afraid to be in contact

with a person who is known to have the disease, not

excluding persons in the medical community. A re-

cent article told of an existing problem in Newark,

New Jersey where many private hospitals were
"dumping" their AIDS patients on the University

Hospital (American Medical News, July 17, 1987, p 23).

Such situations provide evidence that a sector of the

medical community is interested in redirecting these

patients away from their own practice. These type of

occurrences are having an immediate effect on the

education of medical students. Since these patients

are in many cases being sent to university centers,

the population of AIDS patients are filling hospital

beds and thus decreasing the cross section of patients

and pathology necessary for a comprehensive medical

education. Consequently, medical students may be

getting a great deal of exposure to AIDS, but this may
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be at the expense of exposure to other types of dis-

ease.

It is obvious that the medical community's fear

of treating AIDS is fostered by the lack of knowledge

regarding transmission of the virus. Recent case re-

ports of health care workers having incidental contact

with AIDS patients has sparked a fear that the virus

could possibly be contracted through casual contact.

This, coupled with the fact that the disease will almost

assuredly occur in those infected with the human im-

munodeficiency virus (HIV), makes the prospect a

frightening one and the fear is probably justified to

some degree.

TO TREAT OR NOT TO TREAT

Medical students are forced to make a decision as to

whether or not they will treat AIDS patients. This

decision is not one for the future, but one they face

as junior medical students. Students must decide what

moral and ethical obligation they have towards the

care of AIDS patients and whether or not they are

willing to take the risk of exposure. Students must
also decide what role they play. Since they cannot

assume the full responsibility for the care of the pa-

tient, is their role, then, only one of educating the

patient? Intuitively it seems that physicians are es-

sentially obliged to treat all patients — regardless of

their diagnosis. However, this obviously is not hap-

pening. In response, the LSMS has published a po-

sition statement on AIDS which states that "consist-

ent with the LSMS policy that all patients should have

competent and humane medical care, it is our hope
that no patient be discriminated against or denied

medical care on the basis of a known or suspected

diagnosis." Medical students must decide if they are

obliged to care for the patients or if, as "students"

and not yet physicians, they can make the decision

not to treat these individuals.

POLITICAL DEBATE
AIDS has created a very complex political situation as

well. Since AIDS was primarily found in the male

homosexual population initially, the disease added to

a feeling of discrimination that already existed among
this sector of the population. Many people began to

further discriminate against homosexuals because of

a fear of contracting the disease. Because of the social

stigma that society places on the homosexual, the

disease became a mark of that stigma. Thus, not only

is the disease, in and of itself, a lethal one, but the

infected individual is also often shunned by society

for his remaining days. As a result, AIDS has surfaced

to the forefront of political debate. Politicians have
been trying to satisfy the public's fear of the disease

with new legislation that would limit exposure of AIDS
patients in society. The homosexual population sees

this as another way of adding to the already existing

discrimination. And so the battle continues.

Unfortunately, AIDS has become a political issue

when in fact it is a public health issue. If AIDS had
started out as a disease of the general population with

no social implications, there would be no political

debate over the issue. However, it is now the most
discussed health issue in politics. At the AMA Annual
Meeting this year, a number of state delegations as

well as the Medical Student Section proposed reso-

lutions dealing with AIDS. Resolutions ranged from
those suggesting establishment of education pro-

grams to those calling for mandatory HIV testing of

all hospitalized patients. In addition, a great deal of

legislation has been proposed. In a recent election in

California, a bill was defeated that would have made
all cases of AIDS reportable to the Public Health Serv-

ice. As it stands now, there are a number of diseases

that are reportable to the Public Health Service that

have far less serious consequences than AIDS. How-
ever, they have no associated social stigma attached.

In addition, physicians will be required to respect the

patients anonymity and to accept their right to refuse

HIV testing. Further, as the political battle drives on,

there will most certainly be legislation that effects the

practice of medicine as it pertains to the AIDS patient.

ECONOMIC IMPACT

The political problems associated with AIDS are even

further exaggerated by the economic impact that the

disease is posing on the medical community. In a

period where medicine is experiencing tremendous un-

certainty as a result of changes in government funding

and the financial restructuring of Medicare, future

physicians must concern themselves with the effect

of AIDS on their practice. Since AIDS patients typi-

cally have long, drawn-out hospitalizations, insur-

ance companies and the government have become
seriously concerned with the cost of hospitalizing these

patients. Physicians will be pressured by hospitals to

keep these individuals as inpatients for as short a time

as possible. Thus, the economics of hospitalizing these

patients will essentially dictate how a physician can

treat people with AIDS. Unfortunately, as the number
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of people with the dis-

ease continues to grow,

so will the economic re-

quirement. Ultimately,

this will pose a very se-

rious problem for soci-

ety as a whole.

THE FUTURE
OF AIDS

What we do know about

the disease is that it will

be here tomorrow. We
have learned enough
about AIDS to know that it is a complex virus that

will continue to evade effective therapy for a time to

come. Current research has given us some under-

standing of the lifecycle, biology and structure of the

HIV retrovirus. We do know that the outer surface of

the virus is made up of a number of different glyco-

proteins that vary between isolates. It is also known
that the major target of the HIV retrovirus is the

thymic-derived T-helper lymphocyte which can ap-

parently fully support viral replication. Once intra-

cellular, the virus is protected from neutralizing an-

tibodies which then allows infection to spread from

cell to cell with the formation of giant cells. Further,

the virus incorporates its DNA into the host genome.
Ultimately, what this all means is that an effective

vaccine must be able to not only induce antibody

against the virus, but it must also be able to induce

effective cellular immune responses .

1 Unfortunately,

this is beyond the medical technology of today. The
biology and structure of the virus have made treat-

ment and vaccination an extremely difficult problem.

Future physicians will be left with the problem of how
to treat patients with the disease and trying to prevent

its spread. Unfortunately, these problems have left

us with the certainty that the disease will be around
for some time to come.

We also know that the disease is preventable. The
Surgeon General has expressed the need for the sex-

ually active population to use condoms as this pre-

vents the exchange of the virus thorugh body fluids.

Intravenous drug abusers need to stop sharing
needles. Many attempts have been made to try and
change the behavior in these highly susceptible groups
through the distribution of sterile needles and con-

doms. However, such approaches are quite contro-

versial for obvious reasons. Thus, at this point in time,

the only way to convey that message is through ed-

ucation. Education is one of the primary roles of the

physician in dealing

with AIDS due to the

fact that there are no

other means of preven-

tion or a cure in sight.

Although there are

many problems with the

disease, there is some
good that may come of

it. AIDS has sparked a

tremendous amount of

funding and research in

the area of immunol-
ogy. Such research will

undoubtedly lend itself

to an understanding of not only how to deal with

AIDS, but may also shed some light onto the treat-

ment and control of cancer and other immune dis-

eases. Although treatment and vaccination are in

the future, our understanding of the human immune
system is being advanced rapidly through the AIDS
research.

AIDS is a disease that has had a dramatic effect

on society and the medical community. That effect

will continue to grow as the disease spreads out into

the general population and more and more people

become inflicted with the disease. The medical stu-

dent of today will be faced with constantly changing

views and opinions from society as well as the rest

of the medical community regarding the care of the

AIDS patient. Each individual student and physician

must decide his or her obligation in the treatment,

care and education of the community. The real chal-

lenge for the physicians of tomorrow will be to rise

above all of the social, ethical and moral problems

associated with AIDS and to simply practice medicine

in accordance with the dictates of their professional

obligations.

REFERENCES
1. Information on AIDS for the Practicing Physician: Volume 1, AMA Pub-

lication, ®July 1987

Gordon Cohen is a junior medical student at Tulane University School

of Medicine in New Orleans and is Secretary of the LSMS Medical

Student Section Governing Council.

The real challenge for the physicians

of tomorrow will be to rise above all of

the social, ethical and moral problems
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practice medicine in accordance with the

dictates of their professional obliga-
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‘DO YOU KNOW A PSYCHIATRIC CENTER
WHERE MY CHILD CAN BE TREATED?”

Referring a family to a psychiatric hospital for their

child’s treatment can he a difficult decision for any

physician. At River Oaks, our staff understands the

special needs of both the patient and the family in

coping with mental illness, behavior problems, and

emotional disorders. River Oaks — a private,

126-bed facility, offers a broad range of programs for

the individual.

• Evaluation •
• Children •
• Adolescents •
• Adults •
• Accredited School •

Long Term Care

Appropriate Medication

Crisis Center

Expressive Arts

Outpatient Clinic

• Substance Abuse Program

For more information on clinical services,

admission or referral, contact the Admissions

Department, call us collect at (504) 734-1740;

Crisis Center, call 733-CARE; Outpatient Clinic

733-559 1.

Rll?£R
OAKS

RIVER OAKS PSYCHIATRIC CENTER
1525 River Oaks Road West John A. Stocks, M.D.
New Orleans, LA 70123 Medical Director

(504) 734-1740

THE NEW ORLEANS CENTER FOR PSYCHOTHERAPEUTIC MEDICINE

Gregory P. Roth William R. Sorum, M.D.
Managing Director Clinical Director

A Universal Health Services Facility

Dx: recurrent herpes labialis
muiN

Heitpecin-

“HERPECIN-L is my treatment of choice for

perioral herpes.” GP, NY
'

- A '

'

,

“HERPECIN-L appears to actually prevent the

blisters . . . used soon enough,” DDS, MN

®

“HERPECIN-L^. . . a conservative approach
with low risk/high benefits ” MD, FL

“Used at prodromal symptoms . . . blisters

never formed . . . remarkable.” DH, MA
“(In clinical trials) . . . response was dramatic.

HERPECIN-L . .proven far superior.” DDS, PA

“All patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
averted the attacks.” MD, AK

OTC. See P.D.R. for information. For samples to make
your own clinical evaluation, write: Campbell Laboratories,

Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

10150

In Louisiana HERPECIN-L is available at all Eckerd,

K & B and Walgreens and other select pharmacies.



Sancy H. McCool, LSMSA President

AUXILIARY REPORT

THE IMPORTANCE
OF LEADERSHIP TRAINING

JACKIE C. TUCKER

B ecause our lead-

ers should be

knowledgeable in order

to better represent the

medical community,
leadership training is vi-

tal to auxilians.

We have the oppor-

tunity to hear outstand-

ing speakers from all

areas that are of the ut-

most interest to all phy-

sicians and auxilians.

This is one of the tools

we have to train people and one of the benefits of

our AMAA membership. In this past year, topics ad-

dressed ranged from legislation to drug addiction to

fetal alcohol syndrome.

We have educational activities such as workshops
and sessions, which also have an important place in

leadership development. These are the Leadership

Conference, Mid-Year Board and Annual Conven-
tion.

As auxiliary leaders, we are a part of the special

team that directs the work of the AMA Auxiliary fed-

eration of national, state and parish auxiliaries. Our
primary activities include the promotion of commu-
nity health education and services, support and co-

ordination of fundraising for the AMA Education and

Research Foundation, and implementation of legis-

lative programs that assist the AMA and local medical

associations in their work for sound medical legisla-

tion.

It is so fantastic to be a part of a nationwide vol-

unteer organization of 80,000 physicians spouses and

over 900 county auxiliaries. We exchange so many
wonderful ideas at the leadership confluences which

help in implementing vital health programs at the

parish and state levels.

We need every physician's spouse to join with

us so that we can all work together to become better

informed and more effective leaders in today's com-

munity.

Jackie C. Tucker (wife of Dr. Robert A. Tucker) is president-elect of

Louisiana State Medical Society Auxiliary.
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“Honest, Doc, we’re losing

money on you every year!”

Rubbish — don’t you believe it!

The insurance industry earns more on interest

than they pay out in claims. They have more in

current reserves than they’ve paid out in a hun-

dred years.

Never fear, though. Our Association is doing

something about it. We are effecting cost contain-

ment measures to reduce premiums substantially, as

illustrated below.

Recent Rate Filing of a

Leading Commercial Insurer

Sales Commissions 16%

Marketing Expense 4%
Pretax Profit 10%

TOTAL: 30%

Physicians National

Risk Retention Group, Inc.

— 0 —
— 0 —
— 0 —

TOTAL: — 0 —

The above savings, together with other cost effective measures, may bring

rates down by as much as 50%.

Why not find out more about us?

For medical malpractice liability insurance inquire to:

PHYSICIANS NATIONAL RISK RETENTION GROUP, INC.

P.O. Box 720217 • Atlanta, Georgia 30328

404-953-1330 * 1-800-227-9140
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LUDWIG’S ANGINA

CARLOS WOLF, MD; PAUL A. BLAIR, MD

Ludwig's angina can be a devastating neck
infection. Early diagnosis along with aggressive

antibiotic and surgical treatment is mandatory to

treat patients appropriately. The manifestations,

etiologic agents and treatment of Ludwig's angina

will be discussed.

Antibiotic therapy has helped in curtailing the

frequency of infections of the deep fascial planes

of the neck. Despite prompt antibiotic treatment, there

are still infections which can progress rapidly and

become fatal if not diagnosed and treated promptly.

Ludwig's angina (LA) is one of these entities.

LA was described in 1836 by Wilhelm Fredrick

Von Ludwig as a gangrenous induration of the con-

nective tissues of the neck that advances to involve

the tissues covering the small muscles between the

larynx, and the floor of the mouth, but not involving

any glandular structures. This inflammation can cause

airway obstruction with a fatal outcome if not treated

rapidly. Grodinsky restricted Ludwig's definition with

the criteria that it must be a cellulitis of the subman-
dibular space that: 1) involves only connective tissue

fascia and muscles, but not glandular structures, 2)

produces soft tissue infiltration, but very little pus, 3)

never involves only one space and is usually bilateral,

and 4) is spread by continuity and not by lymphatics. 1

EPIDEMIOLOGY
AND BACTERIOLOGY

In the pre-antibiotic era, Ludwig's angina had a mor-
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tality rate of 60% . This high mortality rate remained

unchanged through the mid-20th century. At that

time, the preferred treatment was radical surgical in-

cision and drainage. With the advent of antibiotics,

mortality rates have decreased to less than 10%. This

drop in mortality rate is due to the emphasis on air-

way control with aggressive antibiotic therapy.

Patients who present with Ludwig's angina are

usually between the ages of 20 to 50 years with poor

oral hygiene. Children are rarely involved, but there

have been reported cases.

The etiology of Ludwig's angina is most often an

odontogenic infection with the incidence between 51%
to 90%. 2-5 Other etiologic agents reported include trau-

matic lacerations of the floor of mouth, peritonsillar

abscess, osteomyelitis, otitis media, sialadenitis, or

fractures of the mandible. 4 '6

When Ludwig's angina is associated with an

odontogenic infection, the usual site is that of either

the second or third molar. 4 The relationship of this

fact was described by Tschinassy i t a cadaver study. 7

He found that 40% of tooth roots of the second and
third molars extended below the mylohyoid ridge.

Anatomically this is important because the mylohyoid

muscle inserts on to the mylohyoid ridge and is lo-

cated between the submandibular and sublingual

spaces. Therefore, an abscess of the second and third

molars would have direct continuity with the entire

submandibular space.

Streptococcus is by far the most common etiologic

agent associated with LA. Up to 72% of patients had

streptococci in cases reported by Williams. 3 Anaerobic

cultures of Bacteriodes, Vincent spirilliform and fu-

siform baccilli, anaerobic streptococci have also been

reported. Gram negative organisms should also be

considered. They include such organisms as E. coli

and Pseudomonas aeruginosa

,

s

DIAGNOSIS AND TREATMENT
A patient with LA will present with a “hot potato

mouth." This includes trismus, drooling and dys-

phagia. 9 As the infection spreads, the floor of the

mouth will be displaced posteriorly and superiorly,

appearing on physical exam as “woody" in nature.

The tongue will become massively edematous if the

infection progresses, pushing it posteriorly and caus-

ing an acute airway obstruction. Associated symp-
toms in patients with LA include mouth or neck pain,

restriction of neck movement, drooling and dys-

phagia. 8 A panorex should be obtained to demon-
strate an associated periodontal abscess. Leukocytosis

with a left shift will indicate a bacteriologic infection.

Gram stain and cultures for sensitivity should be ob-

tained when surgical drainage is undertaken in order

to choose the appropriate antibiotics.

Current management dictates: 1) maintenance of

an adequate airway, 2) aggressive and early use of

intravenous antibiotic therapy, and 3) surgical explo-

ration and drainage when purulent material is found

or medical intervention has failed. Once a diagnosis

of LA is made, a patient should be closely monitored

for evidence of airway obstruction. Intravenous an-

tibiotic therapy should be started. Penicillin still re-

mains the drug of choice since most odontogenic

pathogens are susceptible to it. In case of penicillin

allergies, chloramphenicol and clinadamycin may be

used. If the patient does not improve or progresses

with airway obstruction, a tracheotomy with surgical

drainage should be undertaken.

REFERENCES
1. Grodinsky M: Ludwig's angina: An anatomical and clinical study with

review of the literature. Surgery 1939;5:678-696.
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From the Departnient of Otolaryngology — Head and Neck Surgery,

Tula)ie University School of Medicine in New Orleans.

26 JOURNAL VOL 139 OCTOBER



ADS
IN LOUISIANA

A CHALLENGE FOR EVERY PHYSICIAN

KENNETH L. COMBS, MD; BROBSON LUTZ, MD, MPH

The epidemiology has been unraveled. The etiologic retrovirus

named Human Immunodeficiency Virus (HIV) has been

isolated. Immunologic testing is available. Advances in the

therapy of HIV disease, the complicating infections and

cancers, and the development of a vaccine are reported and

updated almost daily in the media. Despite such amelioration,

AIDS is still considered 100% fatal.

An estimated 2 million Americans are infected with HIV today.

In 1990, the projected total cases of AIDS

approaches 250,000 for the United States alone.

I

N THE EARLY YEARS of this epidemic, it rapidly became apparent that diagnosis and treatment

of HIV-related problems frequently required a full-team approach—not only immunologists,

infectious disease specialists, and oncologists.

As in any patient whose condition necessitates a multi-specialty approach, one physician
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should be the primary coordinator of the necessary care involved while making the appropriate

referrals. Thus, it is incumbent on every Louisiana physician, regardless of specialty, to recognize

basic symptoms and signs of HIV infection as well as the specific aspects of this problem in

their area of expertise.

Equally important is the need to understand basic epidemiology and transmission factors. Unlike other

terminal diseases, AIDS has a stigma: a connotation of an ugly immoral illness. Therefore, besides

the need to accept inevitable death, a patient may have to deal with rejection by family, friends,

and co-workers. The physician may be one of the few remaining supports, and this is a heavy

burden for most to bear. Fortunately, vast community networks have been established all over

the country to aid physicians in helping their patients obtain counseling, legal advice, housing,

and companions. One of the best community programs in the nation has developed in New
Orleans and expanded across the state.

Physicians
,
however

,
are not exempt from the same fears which plague their patients. All medical workers

exposed to blood should take simple precautions, but treatment should not be refused. If a specific

medical problem is outside a physician's expertise, the physician has an ethical commitment

to appropriately refer the patient.

Another aspect facing physicians today is testing for HIV antibodies. This test is not diagnostic of AIDS
but carries far-reaching complications for both the physician and the patient. When this test

is indicated, the importance and shortcomings of serologic testing should be discussed before

blood is drawn. In many cases, anonymous testing is preferred. Patients should understand

that many agencies and insurance companies routinely have persons sign consents allowing

entire charts to be photocopied. Informed patients fear possible destruction of their lives relating

to home, workplace, insurance and government reprisals when these tests are considered and

not performed in an anonymous fashion. Such problems have already occurred and are not

unfounded.

Physicians must be the primary informed sources for their patients. Nurses, social workers, and

community organizations are important, but these allied resources should never replace the

physician. As communicators, it is vital for physicians to relay scientific and medical facts to

patients in understandable language to dispel any myths.

No organ system is immune to the devastating effects of the HIV virus or subsequent secondary

medical problems. Every medical specialty should be aware of the following AIDS- and HIV-

related medical conditions:
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ALLERGY/
IMMUNOLOGY

Persons with cellular immune defects can present with a plethora of

allergic-like problems including chronic sinusitis, recurrent pharyngitis,

and atopic dermatitis.

ANESTHESIOLOGY Two very frequent procedures requiring general anesthesia in persons

with HIV infection include lymph node(s) biopsy and diagnostic and/or

therapeutic splenectomy.

CARDIOLOGY Pericardial effusion, myocarditis and dilated cardiomyopathy are common
autopsy findings.

CARDIOVASCULAR
SURGERY

Several aortocoronary bypass patients in Louisiana have developed trans-

fusion-related AIDS.

COLON & RECTAL
SURGERY

Common anorectal infections including condylomata acuminata and herpes

can cause extensive lesions in patients with HIV infection.

DERMATOLOGY Early dermatologic manifestations of HIV infection include xerosis and
exacerbations of seborrheic dermatitis. Other skin conditions signalling

immune system problems include recurrent or long lasting herpetic in-

fections, molluscum contagiosum, and superficial fungal infections. Fun-

gal nail infections are common. Biopsy-proven Kaposi's sarcoma is di-

agnostic of AIDS.

EAR, NOSE, & THROAT Recurrent pharyngitis, oral thrush, Bell's palsy, and even chronic sinusitis

may be clues to immune system problems.

ENDOCRINOLOGY Adrenal insufficiency is common in several disseminated opportunistic

infections with adrenal involvement.

FAMILY PRACTICE Physicians in this speciality are on the front line in detecting early signs

and symptoms of HIV infections. However, if the family practitioner cares

for the entire family, many patients seem reluctant to initiate discussions

about AIDS.

GASTROENTEROLOGY Manifestations run the gamut from esophageal candidiasis to chronic

diarrhea. Common causes of diarrhea include Cryptosporidia, Entamoeba

coli, E. histolytica, Giardia lambia and Camphylobacter species. Frequently, a

liver biopsy will diagnose a disseminated fungal infection (eg, histoplas-

mosis) or an atypical mycobacterial infection.

GENERAL PRACTICE Frequent presenting symptoms of serious HIV infections include night

sweats, fever, anorexia, fatigue, weight loss, enlarged lymph nodes, oral

thrush, and diarrhea.

GENERAL SURGERY Splenectomy often required for diagnosis of disseminated fungal and
mycobacterial infections. A lymph node biopsy is occasionally diagnostic.
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GERIATRICS

HEMATOLOGY/
ONCOLOGY

INDUSTRIAL MEDICINE

INFECTIOUS DISEASES

INTERNAL MEDICINE

NEPHROLOGY

NEUROLOGY

NEUROSURGERY

OBSTETRICS &
GYNECOLOGY

OPHTHALMOLOGY

ORAL SURGERY/
DENTISTRY

Many geriatric patients were recipients of blood transfusions before blood

banks began screening all donated blood for HIV antibody in 1985.

Anemia, thrombocytopenia, and lymphopenia are common hematologic

manifestations. The majority of hemophiliacs in the United States are

infected with HIV. Lymphomas and extensive Kaposi's sarcoma may be

treated with therapy.

Unfounded fears of casual exposure in the workplace often surface after

a co-worker is diagnosed with AIDS.

Meningitis, pneumonia and fever of undetermined origin are common
problems requiring consultation. Also common are coexisting or previous

infections with Epstein-Barr virus, other herpes viruses. Hepatitis B, sy-

philis and Mycobacterium tuberculosis.

Presentations include pneumonitis, hepatosplenomegaly, fever of un-

determined etiology, and unexplained lymphadenopathy.

Potentially reversible acute renal failure occurs in hospitalized patients

with AIDS especially those under treatment with pentamidine, trimeth-

oprim sulfamethoxazole, and other nephrotoxic drugs. Blacks with AIDS
may be at higher risk. Also, patients may present with an AIDS-associated

nephropathy characterized by focal and segmental glomerulosclerosis and

greater than 3.5 grams of urinary protein loss daily.

Neurologic involvement of the brain, spinal cord, and peripheral nerves

is more common than initially recognized. HIV can cause a primary en-

cephalitis. Chronic cryptococcal meningitis is not unusual. Peripheral neu-

ropathies present with weakness and pain. There are numerous other

neurologic problems from Bell's palsy to Guillain-Barre syndrome. De-

mentia is commonplace.

Brain biopsy is frequently necessary to definitely diagnose the various

lesions of multifocal leukoencephalopathy, toxoplasmosis, nocardia, etc.

Unfortunately treatment of these infections is rarely successful.

Infected women are at higher risk for spontaneous abortions and their

children can be infected in utero. Exposure to HIV through artificial in-

semination is also a serious concern. Abortion is often recommended for

an HIV-infected mother.

Retinal cotton-wool patches are reported with disseminated cytomega-

lovirus infections, but chorioretinal exudates can be caused by many op-

portunistic microorganisms including Pneumocystis carinii.

Oral manifestations include thrush, gingivitis, and oral hairy leukoplakia

on the lateral borders of the tongue.
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ORTHOPEDIC SURGERY Orthopedic surgery is often complicated by blood splashes. Surgeons

should wear glasses or goggles.

PATHOLOGY

PEDIATRICS

PHYSICAL MEDICINE &
REHABILITATION

PLASTIC SURGERY

PSYCHIATRY

PULMONARY MEDICINE

RADIOLOGY

RADIOTHERAPY

RHEUMATOLOGY

UROLOGY

Accurate diagnosis of opportunistic infections and cancers is essential.

Bone marrow aspirates frequently grow opportunistic organisms.

Perinatal infections are more common among children of intravenous drug

abusers. Common signs and symptoms in HIV-infected children include

rashes, lymphadenopathy, hepatosplenomegaly, fever, thrush, pneu-

monitis, diarrhea, failure to thrive and numerous neurologic syndromes.

Lymphoid interstitial pneumonitis is common in children with AIDS.

Children with sickle cell disease, hemophilia, and oncologic problems

may have been recipients of infected blood products.

Disabling neuromuscular manifestations may appear early. Splints and

other appliances are often necessary for maximum functioning. With pro-

gressive disability, prevention of decubitus ulcers is necessary.

Asymptomatic seropositive individuals are often candidates for elective

plastic surgery.

Symptoms include depression, anger, confusion, fatigue and poor con-

centration. Defects in learning and remembering can progress to frank

dementia. Emotional lability presents management problems, and suicide

ideation occurs.

Bronchoscopy with bronchoalveolar lavage and/or transbronchial biopsy

is often required for the diagnosis of opportunistic pulmonary infections

even with normal chest x-rays.

The computed tomography (CT) scan is especially valuable in detecting

intra-abdominal pathology. Magnetic resonance imaging often detects

abnormal brain pathology even if a CT scan is normal. Gallium scans of

the thorax are not specific enough to detect early opportunistic pulmonary

infections and falsely negative scans are common.

Localized Kaposi's sarcoma often responds well. Other opportunistic can-

cers and lymphomas respond less favorably.

Dermatomyositis and myositis with progressive proximal muscle weak-

ness and elevated creatine phosphokinase are two common presentations.

A generalized myositis can appear early in HIV disease.

Males with genital lesions of lymphadenopathy often see a urologist.

Dr. Combs is an internist in private practice in Nezv Orleans.

Dr. Lutz is director of the New Orleans Department of Health.
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ere BuildingAPlace

ToRebuild Lives.

In Louisiana, we’re breaking new ground in

health care by building a freestanding medical

rehabilitation hospital.

Now people who suffer disabling accidents or

illnesses won’t have far to go for the most com-
prehensive care available. Situated in Ruston,

the North Louisiana Rehabilitation Hospital is

scheduled for completion in the Fall of 1988.

This 90-bed, inpatient/outpatient facility is a

joint venture project of Joseph Smith, M.D. and
Continental Medical Systems. As the largest in-

dependent rehabilitation care company in the

U.S., Continental is developing or managing
many facilities, including the acclaimed Brain-

tree Hospital in Massachusetts and the Western

Neuro Care Center in California.

These flagship facilities are a valuable re-

source for the latest research, proven therapy

programs and technology. Together with a

specialized medical staff of the highest caliber,

the North Louisiana Rehabilitation Hospital

promises to be one of the best in the country.

And that’s good to know when you’re rebuilding

lives.

CMS CONTINENTAL MEDICAL SYSTEMS
Working ToMake Life Better

P.O. Box 715 600 Wilson Lane
Mechanicsburg, PA 1 7055 7 1 7-69 1 -8047
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AIDS
IN LOUISIANA

EPIDEMIOLOGY
AND CURRENT TRENDS

WILLIAM ATKINSON, MD, MPH; SUSAN HASSIG, MPH;
Louise McFarland, dph

This report describes the current epidemiology of

reported acquired immune deficiency syndrome
(AIDS) in Louisiana. The first cases of AIDS

meeting the Centers for Disease Control

surveillance definition were reported in Louisiana

in 1982. As of September 1987, 500 cases have been

reported with 332 (66%) known deaths. The
majority of cases have been in homosexual or

bisexual males (85%), followed by intravenous

drug users (4%) and transfusion recipients (3%).

Cases occurring in heterosexual contacts of high

risk persons, persons with hemophilia or children

whose parents are at risk for AIDS account for

approximately 1% each. The mean age at the time

of diagnosis of AIDS is 36 years; 70% of patients

are white and 74% are from metropolitan New
Orleans. No significant change in the proportion

of cases by risk (transmission) group, sex, race, age

group or residence have been detected. Reported

cases are biased toward hospitalized patients;

increased reporting by private physicians is needed
for more accurate representation of AIDS in

Louisiana residents.

The first cases of the acquired immune deficiency

syndrome (AIDS) were reported in the United

States in 1981. 1 The first cases of AIDS in residents of

Louisiana were diagnosed soon thereafter, and a few

cases may have occurred prior to the first case de-

scriptions from California and New York.

AIDS became a reportable disease in Louisiana

in 1984, when it was added to the Reportable Diseases

List in chapter II of the Sanitary Code of the State of

Louisiana by the State Health Officer. Since that time,

the number of patients diagnosed as having AIDS has

increased rapidly and an emerging picture of the im-

pact of AIDS on residents of Louisiana has developed.

This report will describe the results of AIDS sur-

veillance activities carried out since 1982 by the Epi-

demiology Section (ES), Louisiana Department of

Health and Human Resources, Office of Preventive

and Public Health Services, and discuss trends ob-

served during the first five years of the epidemic.

METHODS
Definitions

For the purpose of surveillance, the ES utilizes the
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TABLE 1

SURVEILLANCE CASE DEFINITION OF AIDS

1 . Presence of one or more of the opportunistic diseases listed

below, diagnosed by methods considered reliable, that are at

least moderately indicative of underlying cellular immunode-
ficiency, and

2. Absence of all known causes of the cellular immunodeficiency

other than infection with human immunodeficiency virus (HIV),

such as steroid or cancer chemotherapy use, or malignancies.

Diseases considered at least moderately indicative of

underlying cellular immunodeficiency:

Pneumocystis carinii pneumonia

Cryptosporidiosis, intestinal, more than 1 month duration

Toxoplasmosis, disseminated or cerebral

Cryptococcal meningitis or sepsis

Candidiasis, esophageal

Chronic mucocutaneous herpes simplex infection

Progressive multifocal leukoencephalopathy (papovavirus)

Cytomegalovirus infection, pneumonia or disseminated

Disseminated Mycobacterium avium infection

Kaposi’s sarcoma

Lymphoma limited to the brain

Lipoid interstitial pneumonia, chronic, more than 2 months*

Histoplasmosis, disseminated*

Candidiasis, bronchial or pulmonary*

Non-Hodgkin’s lymphoma, small noncleaved type (Burkitt’s

tumor) or immunoblastic sarcoma*

‘Included if the patient is known to be infected with HIV as evi-

denced by presence of anti-HIV antibodies.

1985 CDC case definition of AIDS. 2 The case definition

and indicator opportunistic diseases are shown in Ta-

ble 1. Infection with the etiologic agent of AIDS, hu-

man immunodeficiency virus (HIV), either asymp-
tomatic or minimally symptomatic (AIDS-related
conditions [ARC]), is not reportable in Louisiana,

and no systematic effort is made to identify these

persons. A case of pediatric AIDS is defined as a per-

son less than or equal to 13 years of age at the time

of diagnosis.

Location of an AIDS case is according to the state

or parish where the patient resided at the onset of

the illness, regardless of where the diagnosis was
made.

This report includes only persons who meet the

1985 CDC case definition of AIDS. Cases are grouped
into risk (transmission) categories, which are listed in

Table 2. Persons with multiple risk factors are counted

he case rate in metropolitan New Or-
leans (311 cases per million population)

ranks 12th among US cities of 500,000 or

greater population, higher than that of

many larger metropolitan areas, such as

Dallas and Philadelphia.

only once and allocated to their highest order of risk

in the hierarchy presented.

Sources of Patient Information

Prior to October 1985, surveillance of AIDS was pas-

sive; reports were initiated by physicians and hospital

Infection Control Officers (ICOs) by telephone or mail.

The ES encouraged reporting of cases, but reports

were sporadic and frequently incomplete, and long

delays between diagnosis and report were common.
In October 1985, an active hospital-based sur-

veillance system for AIDS was developed. With this

system, AIDS surveillance personnel from the ES con-

tact ICOs in 45 private and state-owned acute care

medical hospitals throughout the state by telephone

at intervals of one to eight weeks and inquire about

newly diagnosed or suspected cases. Hospitals par-

ticipating in active surveillance account for approxi-

mately 72% of all acute medical beds in the state. The

reporting ICO or physician is requested to notify ES

personnel of any change in status of previously re-

ported cases (eg, rehospitalization, new opportunistic

disease, or death) at the time of the next surveillance

contact, or by completing a case follow-up form.

In addition to telephone contacts with hospitals,

death certificates received by the Louisiana Depart-

ment of Vital Statistics are monitored for conditions

that may represent AIDS. Selected internists and in-

fectious disease subspecialists in the New Orleans

area are contacted regularly to inquire about newly

diagnosed or suspected cases and to follow up pre-

viously reported cases.

Demographic (age, sex, race, residence), risk, di-

agnostic, clinical and laboratory data are collected for
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TABLE 2

RISK (TRANSMISSION) GROUPS OF LOUISIANA AIDS PATIENTS

Year of Diagnosis

1983 1 1984 1985 1986 19872 Total

Group No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)

HB Males 15
( 54) 55

( 81) 92
( 77) 128

( 73) 88
( 80) 378

( 76)

HB Males and IVDU 4
( 14) 3

( 4) 11
( 9) 16

( 9) 11
( 10) 45 ( 9)

Hetero IVDU 3 0
( 0) 5 ( 7) 3 ( 3) 9

( 5) 2
( 2) 19

( 4)

Hetero Contact4
1

( 4) 0
( 0) 0 ( 0) 3 ( 2) 2

( 2) 6 ( 1)

Transfusion 1
( 4) 1

( 1) 3 ( 3) 9
( 5) 3 ( 3) 17

( 3)

Hemophilia 0
( 0) 0

( 0) 2
( 2) 1

( 1) 1 ( D 4
( 1)

Parent at Risk5 0
( 0) 1

( 1) 1
( 1) 1

( 1) 0 ( 0) 3 ( 1)

Undetermined 7
( 25) 3 ( 4) 7

( 6) 8
( 5) 3

( 3) 28 ( 6)

Year Total 28 (100) 68 (100) 119 (100) 175 (100) 110 (100) 500 (100)

includes 7 patients diagnosed in 1982 and 3 diagnosed prior to 1982

incomplete year
3Heterosexual intravenous drug user
4Heterosexual contact with a person with AIDS or at risk for AIDS
sParent bisexual male, intravenous drug user or hemophiliac (pediatric patients only)

each reported case by hospital chart review. The pa-

tient's physician is contacted to request any additional

information needed to complete the case review.

All cases identified by the ES are entered into a

computerized central case registry. Personal identi-

fiers are removed from completed reports of con-

firmed cases, and the report is forwarded to the CDC
for inclusion in the US AIDS statistics.

FIRST CASES OF AIDS

The first known case of AIDS in Louisiana, and one
of the first in the United States, was retrospectively

diagnosed in a 57-year-old white female from north-

ern Louisiana, who developed Pneumocystis carinii

pneumonia in 1975. The second and third cases were
also in females and occurred in 1979 and 1981; both

were diagnosed as having disseminated Mycobacte-

rium avium infections. While all three of these patients

met the case definition, none had identifiable risks

for HIV infection. The first case of AIDS diagnosed
in a homosexual male was in 1982. The first trans-

fusion-related case occurred in 1983, and the first case

in a heterosexual intravenous drug user (IVDU) was
in 1984. The first pediatric case was in 1984, a child

whose mother was an IVDU.
As of September 1987, 500 cases of AIDS have

been reported. A total of 332 (66%) patients are known
to have died. Lour hundred forty-nine patients (90%)

are between 20 and 49 years of age, with an overall

mean age at diagnosis of 36 years; 70% are white and

95% are male.

Table 2 summarizes major risk (transmission)

groups of reported AIDS patients by year of diag-

nosis. The majority of reported AIDS patients have

been and continue to be homosexual or bisexual (HB)

males. Overall this group accounts for 85% of cases,

including 9% who are also IVDUs.

Six cases of pediatric AIDS have been reported,

four of which are known to have died. Pour are male

and four are black. Two patients have classic hemo-
philia and the mothers of three are known to be IVDUs.

The mother of one child is known to be infected with

HIV, but she denies recognized risk factors for HIV
infection.

The geographic distribution of Louisiana resi-

dents diagnosed with AIDS is shown in the Pigure.

One or more patients have been reported from 37 of

Louisiana's 64 parishes. The New Orleans metropol-

itan area (Orleans, Jefferson, St Bernard, St Charles,

and St Tammany parishes) has accounted for 369 (74%)

cases. The cumulative case rate in Louisiana is 119

cases per million population (CPM, 1980 census) and
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TABLE 3

OPPORTUNISTIC DISEASES LEADING TO THE DIAGNOSIS OF AIDS IN LOUISIANA RESIDENTS

Year of Diagnosis

Primary Diagnosis 3

1983 1

No. (%)

1984

No. (%) No.

1985

(%)

1986

No. (%) No.

19872

(%) No.

Total

(%)

PCP 14
( 50) 33 ( 49) 62

( 52) 105
( 60) 64

( 58) 278
( 56)

KS 4
( 14) 14

( 19) 24
( 20) 16

( 9) 15
( 14) 72 ( 14)

Crypto 2
( 7) 8 ( 12) 7

( 6) 17
( 10) 12

( 11) 46
( 9)

CE 2
( 7) 3

( 4) 5 ( 4) 12
( 7) 5 ( 5) 27

( 5)

Lymphoma 0
( 0) 1

( 2) 3
( 3) 7

( 4) 2
( 2) 13 ( 3)

Other OD 6 ( 21) 10
( 15) 18

( 15) 18
( 10) 12

( 11) 64
( 13)

Year Total 28 (100) 68 (100) 119 (100) 175 (100) 110 (100) 500 (100)

Includes 7 patients diagnosed in 1982 and 3 diagnosed prior to 1982

incomplete year

^Diagnosis key: PCP = Pneumocystis carinii pneumonia

KS = Kaposi’s sarcoma

Crypto = cryptococcal meningitis orsepsis

CE = Candida esophagitis

Lymphoma = non-Hodgkins lymphoma and primary cerebral lymphoma

Other OD = Other opportunistic diseases (disseminated cytomegalovirus infection, intestinal cryptosporidiosis, disseminated

histoplasmosis, chronic mucocutaneous herpes simplex, lipoid interstitial pneumonitis, disseminated Mycobacterium avium

infection, progressive multifocal leukoencephalopathy and cerebral toxoplasmosis)

311 CPM for the New Orleans metropolitan area.

The opportunistic diseases (ODs) leading to the

diagnosis of AIDS are shown by year of diagnosis in

Table 3. The most frequent OD is Pneumocystis carinii

pneumonia, which accounts for 278 (56%) diagnoses.

The proportion of patients diagnosed with Kaposi's

sarcoma has decreased from 22% in 1983 to 13% in

1986; but this difference is not statistically significant.

Changes in the relative proportions of other ODs since

1983 are also not statistically significant.

Date of onset of symptoms suggestive of AIDS
is known for 449 (90%) cases. The mean onset-to-

diagnosis interval for these patients is 4.2 months
(range, <1-46 months). The overall mean length of

survival for reported patients (including those lost to

follow-up) is 7.7 months. A total of 96% of patients

diagnosed prior to 1984 and 87% diagnosed prior to

1986 are known to have died.

Selected demographic characteristics of reported

AIDS patients are shown in Table 4 by year of diag-

nosis. There have been no significant changes in the

proportion of cases by sex, residence, or proportion

of adult versus pediatric cases. A slight increase in

non-white versus white patients has been observed.

This increase, however, is not statistically significant.

DISCUSSION

AIDS has been present in Louisiana since at least 1982.

The first three cases (diagnosed in 1975, 1979 and

1981) probably represent immune deficiency not

caused by HIV, due to the atypical demographic fea-

tures of the cases (all female, all married) and their

lack of identified risk for HIV infection. The number

of cases has increased steadily since 1982 and will

continue to increase. Louisiana has consistently ac-

counted for approximately 1% of all cases reported in

the United States and currently ranks 13th among
states and territories in number of cases reported. 3

While the majority of Louisiana cases have been in

the metropolitan New Orleans area, patients have

been diagnosed with AIDS in more than half of Lou-

isiana's 64 parishes. Indeed, the case rate in metro-

politan New Orleans (311 cases per million popula-

tion) ranks 12th among US cities of 500,000 or greater

population, higher than that of many larger metro-
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TABLE 4

SELECTED DEMOGRAPHIC CHARACTERISTICS OF LOUISIANA AIDS PATIENTS

Year of Diagnosis

1983 1 1984 1985 1986 19872 Total

No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)

Sex

Male 25
( 89) 63 (93) 115 (97) 167 (95) 107 (97) 477 (95)

Female

Race
3

( 11) 5 ( 7) 4
( 3) 8 ( 5) 3

( 3) 23
( 5)

White 14
( 50) 50 (74) 86 (72) 120 (69) 78 (71) 348 (70)

Non-white3

Age 4

14
( 50) 18 (26) 33 (28) 55 (31) 32 (29) 152 (30)

< = 13 0
( 0) 1

( D 2
( 2) 2 ( D 1

( 1) 6 ( D
>13

Residence

28 (100) 67 (99) 117 (98) 173 (99) 109 (99) 494 (99)

Metro N.O. 5 20
( 71) 49 (72) 86 (72) 131 (75) 83 (75) 369 (74)

Other Parishes 8 ( 39) 19 (28) 33 (28) 44 (25) 27 (25) 131 (26)

’Includes 7 patients diagnosed in 1982 and 3 diagnosed prior to 1982

incomplete year

includes patients identified as black, hispanic and other
4At the time of diagnosis of AIDS
5Orleans, Jefferson, St Bernard, St Charles and St Tammany parishes

politan areas, such as Dallas and Philadelphia. 3

One unusual aspect of the epidemiology of AIDS
in Louisiana compared to the United States as a whole
is the relative lack of cases in IVDUs. Nationally, 17%
of all AIDS cases are in IVDUs. 3 In some areas (par-

ticularly New York City and New Jersey), IVDUs make
up almost 50% of all reported cases. 4 ' 5 The paucity of

IVDU cases in Louisiana could be a result of either

low prevalence of HIV or relatively recent introduc-

tion of HIV into this population. A 1985 study done
among participants in a methadone maintenance pro-

gram in urban New Orleans found an HIV seroprev-

alence of 0.9%. 6 This suggests that the HIV seroprev-

alence is indeed relatively low compared to the 2% to

87% seroprevalence reported among some groups of

IVDUs. 7 8 One possible explanation of this low HIV
seroprevalence is that syringes and needles are not

controlled by prescription in Louisiana, which may
decrease the practice of sharing injection equipment.

No significant changes in the characteristics of

Louisiana AIDS patients diagnosed between 1982 and
1986 have been observed. The relative proportion of

patients in the various risk groups has remained con-

stant, in particular the proportion of cases identified

as HB males (approximately 85%). The proportion of

cases due to heterosexual transmission increased from

0% in 1983 to 1.8% in 1986, but represents an increase

of only two cases. The proportion of cases with no

identified risk for AIDS decreased considerably after

1983, due to more intensive case investigation. The

relative proportion of cases among children, females,

and persons living outside the metropolitan New Or-

leans area has not changed significantly since 1982.

It should be kept in mind, however, that these ob-

served trends in AIDS cases represent HIV transmis-

sion occurring at least three to five years. It cannot

be assumed that these trends will continue.

Because the AIDS surveillance system is hospital

based, the data presented here are not complete and

are biased toward patients with opportunistic infec-

tions. Patients diagnosed and treated as outpatients

will be consistently missed until their conditions re-

quire hospitalization. This is most frequently the case

with Kaposi's sarcoma and possibly some non-Hodg-
kin's lymphomas. A more accurate characterization

of these patients could be obtained by improved re-

JOURNAL VOL 139 OCTOBER 37



porting by private physicians and possibly by insti-

tuting laboratory-based surveillance to identify sus-

pect tissue specimens.

Efforts will continue to improve the completeness

and accuracy of surveillance for AIDS in Louisiana.

Increased participation by private physicians would

greatly expedite this process. An unbiased character-

ization of persons with AIDS is the only currently

available method of identifying changes in the epi-

demiology of HIV. Knowledge of the impact of AIDS
on various population groups will facilitate focusing

of education, prevention, and control programs and

allow maximum utilization of scarce resources.

ADDENDUM
In August 1987, the Council of State and Ter-

ritorial Epidemiologists and CDC published a sec-

ond revision of the surveillance definition of

AIDS (MMWR 1987;36[suppl] : 1-15) . The major

changes in the case definition apply to persons

with laboratory evidence of HIV infection. These

include HIV encephalopathy, HIV wasting syn-

drome, a broader range of specific AIDS-
indicative diseases, patients whose indicator

diseases are diagnosed presumptively, and
elimination of exclusions due to other causes of

immunodeficiency.

While exact figures are not yet available, the

CDC estimates that the total number of cases will

increase by 10% to 20% almost immediately due

to reclassification of previously reported but ex-

cluded cases. This increase will also occur in

Louisiana.

Copies of the new surveillance case defini-

tion are available on request from the

Epidemiology Section, Louisiana Department of

Health and Human Resources, Office of Preven-

tive and Public Health Services, PO Box 60630,

Room 615, New Orleans, 70160.
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Louisiana has consistently accounted
for approximately 1% of all cases re-

ported in the United States and currently

ranks 13th among states and territories

in number of cases reported.

Physicians needed for

AIDS referral network

As an increasing proportion of infected persons

become either symptomatic or aware of infection,

they will need to see a physician for medical

evaluation and counseling. An organized,

statewide physician referral network is being

developed by the Louisiana Department of Health

and Human Resources (DHHR), NO/AIDS Task

Force, and the Louisiana State Medical Society.

The physician referral network (PRN) will be

used for physician-to-physician referral, as well

as direct patient referral. Referrals will be made
through the AIDS Information Center operated

by NO/AIDS and parish health units operated by

DHHR. Physician referral lists will remain con-

fidential and will not be published.

PRN physicians will be supplied with current

information and recommendations regarding

management and counseling of HIV infections

and illness on a periodic basis.

It is strongly encouraged that physicians join

this organized and unified approach to battling

AIDS. All specialties located throughout the state

are needed to participate. Those interested in be-

ing included in the PRN should contact Ethel

Davis in the Edidemiology Section in New
Orleans at (504) 568-5005. Or if you would like

further information concerning the PRN, contact

Dr. William Atkinson in the Epidemiology Sec-

tion at (504) 568-5005.

LOUISIANA CASES BY AGE

Cases % of Total

under 13 6 1

13-19 2 0

20-29 122 24

30-39 231 46

40-49 96 19

over 49 43 9

Total cases 500

Mean age 36

LENGTH OF SURVIVAL

Onset to Diagnosis

Mean 4.2 months

Minimum less than 1 month

Maximum 45.6 months

Cases 449

Diagnosis to Death

Mean 5.9 months

Minimum less than 1 month

Maximum 42.1 months

Cases 331
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REPORTING AIDS CASES IN LOUISIANA

WHO SHOULD REPORT?

Every physician is required by law to report any case or suspected case of AIDS which he or she is attending,

has examined, or has prescribed for (Louisiana Sanitary Code, Chapter II, §2:004).

WHAT SHOULD BE REPORTED?

The presence of a reliably diagnosed disease at least moderately indicative of an underlying cellular immune
deficiency, with no other known underlying cause of cellular immune deficiency nor any other cause of reduced

resistance reported to be associated with that disease. This involves completion of a two-page case report

form (available from the Epidemiology Section or any parish health unit) to determine if the person meets

the Centers for Disease Control AIDS surveillance case definition.

WHEN SHOULD 1 REPORT?

The report should be made promptly at the time the physician first visits, examines or prescribes for the

patient (Louisiana Sanitary Code, Chapter II, §2:004).

WHERE SHOULD 1 REPORT?

A diagnosed or suspected case of AIDS should be reported directly to the Epidemiology Section in New
Orleans.

By phone: (504) 568-5005

By mail: La. Office of Preventative and Public Health Services

Epidemiology Section

PO Box 60630

Room 615

New Orleans, LA 70160

WHY REPORT AIDS CASES?

In addition to being required by law, monitoring the distribution and characteristics of patients with AIDS
is the only method currently available for detecting changes in the epidemiology of Human Immunodefi-

|

ciency Virus (HIV). Knowledge of the impact of HIV on Louisiana residents can help detect new or unusual

modes of transmission and assist in targeting high risk groups for education and prevention programs.

CONFIDENTIALITY CONCERNS

All reports are kept absolutely confidential. Names of patients, physicians or hospitals are not released under

any circumstances.
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While the majority of Louisiana cases have been in the metropolitan New Orleans

area, patients have been diagnosed with AIDS in more than half of Louisiana's 64

parishes.

REPORTED
AIDS CASES

IN LOUISIANA

1982 -SEPTEMBER 1987

Total cases: 500
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If you're a Surgeon or OB/GYN or Other Medical
Specialist, the Air Force may have a special practice for you.

What makes it special? You'll enjoy an excellent pay and
benefits package. There'll be more time to spend with your family.

You'll receive 30 days of vacation with pay each year. And you will

work with modern equipment and some of the most highly trained

professionals in the world, serving your country and your patients.

Now thafs special!

Find out just how special your practice can be. Call

Northern Louisiana

(817) 640-6469 Collect

Southern Louisiana

(504) 586-8317 Collect



IN LOUISIANA

PROJECTIONS AND IMPLICATIONS

WILLIAM ATKINSON, MD, MPH; SUSAN HASSIG, MPH;
FRANCES MATHER, PHD; LOUISE McFARLAND, DPH,

CHUAN-CHUAN WUN, RPh

This report describes projections of the number of

cases of acquired immune deficiency syndrome
(AIDS) that are expected to occur in Louisiana

residents through 1991. Estimates are based on
observed trends of AIDS cases from Louisiana

reported to the Epidemiology Section, Louisiana

Department of Health and Human Resources

between 1982 and June 1987. We estimate that 233

new cases will be diagnosed in 1987 and 981 new
cases in 1991, for a cumulative total of 3086 cases

(68% confidence bounds 2300-4270 cases). The
proportion of patients in each risk (transmission),

age, and sex group, as well as the proportion

residing in metropolitan New Orleans, are

expected to remain essentially stable. These 3086

patients are expected to collectively accumulate at

least 88,000 inpatient hospital days at a minimum
cost of $25,000,000. At least 80% of this cost will

be to patients in private hospitals. Without
aggressive prevention programs and innovative

therapeutic measures, the human and financial cost

of AIDS will undoubtedly increase beyond 1991.

The first cases of the acquired immune deficiency

syndrome (AIDS) were reported to the Centers for

Disease Control (CDC) in 1981. 1 The first Louisiana

AIDS cases were reported to the Epidemiology Sec-

tion (ES), Louisiana Department of Health and Hu-
man Resources, Office of Preventive and Public Health

Services, in mid-1982. Since that time, more than

42,000 cases have been reported nationally, with 500

occurring in Louisiana residents. 2

Estimates of the number of cases of AIDS ex-

pected in the next few years are of great importance

to a variety of groups: public health officials, health

care providers, hospital administrators, government

agencies, and others. In this report, we describe pro-

jections of the number of AIDS cases expected through

1991 based on trends of cases reported to the ES

through June 1987, and discuss the implications of

these projections.

METHODS
Source of Patient Information

Case data are based on AIDS cases reported to the

ES by an active hospital-based surveillance system. 3
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jal males, including those who are also intravenous drug users

ious drug user

with a person with AIDS or at risk for AIDS

,
intravenous drug user or hemophiliac (pediatric patients only)

Observed

1987

(% V

1991

No. (%)

Total

1982-91

Group

1982-87'

HB Males 2 386 (84.1) 196 (84.1) 825 (84.1) 2595 (84.1)

Hetero IVDU 3 18
( 3.9) 9

( 3.9) 38 ( 3.9) 120
( 3.9)

Transfusion 17
( 3.7) 8

( 3.7) 36
( 3.7) 114

( 3.7)

Hetero Contact 4 6
( 1-3) 3 ( 1-3) 13

( 1.3) 40
(

1.3)

Hemophilia 4
( 0.9) 2

( 0.9) 9
( 0.9) 28

(
0.9)

Parent at Risk 5 3
( 0.7) 2

( 0.7) 7
( 0.7) 22

( 0.7)

Undetermined 25
( 5.4) 13

( 5.4) 53
( 5.4) 167

( 5.4)

Year Total 459
( 100) 233

( 100) 981
( 100) 3086 (100)

Briefly, ES surveillance personnel contact hospital In-

fection Control Officers (ICOs) in 45 acute care med-

ical hospitals throughout Louisiana at regular inter-

vals to identify new or suspected AIDS cases. Hospital

charts are reviewed to obtain patient demographic

information (age, sex, race, residence); selected di-

agnostic, clinical and laboratory data; and length of

hospitalization. Patient follow-up is provided by hos-

pital ICOs or the patient's physician. Patients are

classified into one primary risk (transmission) group

for AIDS, as shown in Table 1. Only patients who
meet the 1985 CDC case definition of AIDS are in-

cluded in this analysis. 4

Hospital cost estimates are based on information

obtained from an informal survey of three private and

one state-owned hospital in the metropolitan New
Orleans area. Per-day cost is the average daily room
cost (semi-private or intensive care) with 25% added

to account for charges such as laboratory tests, drugs,

and procedures.

Statistical Methods

Reported cases by quarter of diagnosis from January

1981 through March 1987 were analyzed to project

new cases to 1991. Data from the second quarter of

1987 are incomplete, and are not included in the pro-

jection calculations. The quarterly counts were trans-

formed to logs and the resulting curve fit in two piece-

wise segments: 1981 to 1984, and 1985 to 1987 by linear

regression. The final segment was projected forward

in time to obtain quarterly estimates and 68% confi-

dence bounds from the second quarter of 1987 through

the fourth quarter of 1991.

RESULTS

The number of observed new cases through June 1987,

and the number of new cases per quarter of diagnosis

projected through 1991, with 68% confidence bounds

(CB) are shown in the Figure. From this model, 233

new cases are expected in 1987 (68% CB, 204-275 cases)

and 981 new cases in 1991 (68% CB, 633-1,525 cases).

This would give a cumulative total of 3,086 cases

through 1991 (68% CB, 2,300-4,270 cases).

No significant change in the proportion of pa-

tients in the various risk (transmission) groups have

been detected between 1982 and 1986. 3 Table 1 shows

the number of persons observed in each of these

groups through June 1987, and, under the assump-
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NEW

CASES

THE FUTURE OF AIDS IN LOUISIANA
PROJECTED INCIDENCE OF NEW CASES

FROM THOSE REPORTED AS OF JUNE 30, 1987

1981 82 83 84 85 86 87 88 89 90 91

YEAR OF DIAGNOSIS
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TABLE 2

OBSERVED AND PROJECTED AIDS CASES IN LOUISIANA
1982-1991

Observed

Projected

No.

1987

(N= 233)

(%) No.

1991

(N= 981)

(%)

Total,

1982-91

(N= 3086)

No. (%)Group No.

1982-87'

(N= 459)

(%)

Sex

Male 436 (95) 221 (95) 932 (95) 2932 (95)

Female 23
( 5) 12

( 5) 49
( 5) 154

( 5)

Race

White 314 (68) 158 (68) 667 (68) 2098 (68)

Non-White 2 145 (32) 75 (32) 314 (32) 987 (32)

Age
< = 13 6

( 1) 2
( D 10

( D 31
( D

>13 453 (99) 231 (99) 971 (99) 3055 (99)

Residence3

Metro N.O. 4 340 (74) 172 (74) 726 (74) 2284 (74)

Other parishes 119 (26) 61 (26) 255 (26) 802 (26)

’1982 through June, 1987

includes patients identified as black, hispanic and other
3At the time of onset of symptoms suggestive of AIDS
4Orleans, Jefferson, St Bernard, St Charles and St Tammany parishes

tion that the risk group proportions through 1991 re-

main stable, the number of persons projected in each

group for 1987, 1991, and the cumulative total. The
majority of cases (approximately 84%) are expected

to occur in homosexual and bisexual males.

The cumulative case-fatality rate for reported

Louisiana AIDS cases is currently 66%, and has not

changed significantly since 1983. If this rate remains

constant through 1991, 2,037 of the 3,086 projected

cumulative patients are expected to have died.

The distribution of patients by race, age group

(pediatric versus adult), sex, and geographic location

(metropolitan New Orleans versus all other parts of

Louisiana) has not changed significantly since 1982. 3

Table 2 shows the number of persons observed in

each of these demographic categories through June

1987, and the number of cases projected to occur in

each category in 1987, 1991, and the cumulative total,

again assuming that the observed distributions re-

main stable.

THE COSTS OF AIDS

Of the 500 AIDS patients reported to date, 156 (31%)

are known to have had their initial diagnostic and

subsequent admissions at state-owned medical facil-

ities. An additional 18 (4%) were diagnosed at private

hospitals and were subsequently admitted to state

facilities.

Length of hospitalization for the initial diagnostic

admission (the admission during which the diagnosis

of AIDS was established) is known for 315 (87%) of

361 patients known to have been diagnosed as in-

patients. These 315 patients spent a total of 5,502 days

in the hospital, with an average length of stay of 17.5

days (range: 2 to 85 days). At least 275 (5%) of the

total hospital days were in intensive care units (ICUs).

Assuming that the length of initial diagnostic admis-

sion will not decrease significantly in the next four

years and that ICU utilization will remain constant,

the projected 3,086 cumulative patients will have spent

approximately 54,000 days in the hospital, of which

at least 2,700 days will have been in an ICU.
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Assuming an average of $310 per regular hospital

day and $935 per ICU day for a private hospital, and

$125 and $438 respectively for a state hospital, the

total incurred cost of initial diagnostic hospitalization

alone for these 3,086 patients will be approximately

$15,000,000.

Of 361 patients known to have been admitted to

a hospital for their initial diagnosis, 279 (77%) sur-

vived and 82 (23%) died during the admission. Re-

hospitalization information (ie, re-admission after the

diagnosis of AIDS was established) is known for 108

(39%) of the surviving patients. These 108 patients

were re-admitted an average of 1.6 times, for an av-

erage of nine days per re-admission (range: 1 to 107

days). Assuming that the proportion surviving their

initial diagnostic admission (77%) and the number of

re-admissions and re-admission days remains stable,

the projected 3,086 cumulative patients will collec-

tively accrue approximately 34,200 re-admission hos-

pital days at a minimum cost of $9,600,000.

The total hospital costs (initial diagnostic admis-

sion and re-admissions) for the 3,086 patients proj-

ected through 1991 is at least $25,000,000, or approx-

imately $8,100 per patient. Of this total, approximately

$21,000,000 will be incurred by patients in private

hospitals and $4,000,000 by state facilities.

DISCUSSION

The U.S. Public Health Service (USPHS) has esti-

mated that 74,000 new cases of AIDS will be diag-

nosed through 1991, with a cumulative total of ap-

proximately 270,000 cases. 5 In Louisiana, the projected

total of 981 new cases in 1991 and 3,086 cumulative

cases is consistent with the USPHS estimates. Loui-

siana has consistently accounted for 1% to 1.5% of

the total U.S. cases; the 981 cases projected for 1991

would represent 1.3% of those estimated by the

USPHS.
The projected number of persons in various

groups (risk, racial, sex, geographic location) assumes
that the relative proportions will not change in the

future. While the proportions in each of these cate-

gories remained stable in Louisiana from 1982 to 1986,

this trend may not continue. For example, the USPHS
predicts a slight decrease in cases in homosexual and
bisexual males and intravenous drug users and an
increase in cases attributable to heterosexual contact. 5

detailed study of hospital costs for

85 patients at San Francisco General Hos-
pital in 1984 found an average lifetime

inpatient cost of $27,571 per patient. If

these charges are applied to the 3,086

projected cases in Louisiana through
1991, cumulative hospital costs alone

could be as high as $85,000,000.

We have detected a slight (but not statistically sig-

nificant) increase in the proportion of cases among
races other than white, which may become more
prominent in the future. 3 In addition, the number of

cases diagnosed outside metropolitan New Orleans

may be underestimated. It is reasonable to assume
that as human immunodeficiency virus (HIV) be-

comes more widely distributed throughout Louisiana,

increasing numbers of cases will occur in areas of the

state outside New Orleans.

The accumulated costs for AIDS patients pre-

sented here are intended to illustrate the financial

magnitude of the AIDS problem and are undoubtedly

an underestimation of the real costs that will be in-

curred. For example, we know that our estimate of

the number of re-admissions is low because data on

follow-up admissions are not as complete as that for

initial diagnostic admission. In addition, these esti-

mates do not take into account all drug, laboratory,

and procedure costs, and do not adjust for inflation

in cost per hospital day. They also do not account for

admissions prior to the diagnosis of AIDS, outpatient

costs, and the considerable cost incurred by patients

with HIV-mediated diseases that do not fulfill the

CDC definition of AIDS (ie, AIDS-related conditions

[ARC]). On the other hand, total costs could be re-

duced if lengths of admission decrease, either by a

shift to more aggressive outpatient therapy, improved

treatment methods, or both.

A detailed study of hospital costs for 85 patients ^
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at San Francisco General Hospital in 1984 found an

average lifetime inpatient cost of $27,571 per patient. 6

If these charges are applied to the 3,086 projected

cases in Louisiana through 1991, cumulative hospital

costs alone could be as high as $85,000,000. Only about

15% of these charges have been incurred to date.

The limitations of our data not withstanding, even

the minimum estimate of $25,000,000 will be a burden

to both private and state financial resources, in ad-

dition to the immense cost of suffering and years of

potential life lost. We can expect the human and fi-

nancial costs of AIDS to continue to increase beyond

1991. A coordinated effort is urgently needed to de-

velop innovative methods for preventing the trans-

mission of HIV, as well as for treatment of those in-

dividuals already infected or symptomatic, to help

abate this epidemic.

ACKNOWLEDGMENTS
The authors wish to thank the many physicians. In-

HELP FOR A
TROUBLED
COLLEAGUE
IS ONLY A

PHONE
CALL AWAY

If you think a colleague is

experiencing some type of

impairment, perhaps due to

alcoholism, drug addiction,

mental illness or physical

disability, please don't join

the conspiracy of silence. The
LSMS Impaired Physicians

Program is only a phone
call away. Its approach is

one of advocacy and it

seeks to return the impaired

physician to healthy

personal, familial,

professional and societal

roles. Remember, you just

might save a colleague's

life! Please call:

Eric Hoffman, PhD
Director, Impaired

Physicians Program
(504)561-1033; (800)462-9508

or

Louis Cataldie, MD
Chairman: Impaired

Physicians Committee
(504)929-7980
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AIDS
IN LOUISIANA

LSMS ACTION:
SUBCOMMITTEE ON AIDS

PATTI E W. VAN HOOK, MD

While medicine today is confronted with a num-
ber of important issues and problems, probably

none is cause for as much concern and discussion as

the human immunodeficiency virus (HIV) and the

resultant acquired immune deficiency syndrome
(AIDS).

As the major public health problem facing the

United States in this decade and inevitably beyond,

the AIDS issue has become a tangled web of confusion

as physicians, scientists, politicians, community lead-

ers and concerned citizens seek sensible approaches
and solutions, while battling weighty issues such as

patient confidentiality and individual rights.

The Louisiana State Medical Society has recog-

nized the importance and potential impact of this

problem. Physicians who have special interest and
expertise in this area have been appointed to a special

subcommittee to the LSMS Committee on Public

Health. The Subcommittee on AIDS reviews and
monitors the ongoing status of AIDS, both nationally

and at the state level, to make specific recommen-
dations on AIDS-related issues. After considerable

discussion and study, the Subcommittee has made
several recommendations and resolutions to the LSMS

Executive Committee and House of Delegates. These

resolutions form the basis of the Society's official pol-

icies regarding AIDS.

POSITION STATEMENTS
At its initial meeting in 1986, the members of the

Subcommittee agreed upon two basic position state-

ments.

The first policy recognizes the necessity of having

physicians who will not in any way discriminate

against patients with AIDS or AIDS-related complex:

Consistent with the LSMS policy that all patients

should have competent and humane medical

care, it is our hope that no patient be discrimi-

nated against or denied medical care on the basis

of a known or suspected diagnosis. We hold that

all physicians and surgeons, nurses, and other

health care professionals and hospitals should

administer to all patients with AIDS or AIDS-
related complex.

The Subcommittee also recommended that the

LSMS adopt as its official position the Centers for
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Disease Control (CDC) "Recommendations and
Guidelines Concerning AIDS" (November 1982-April

1986). Excluded from the Society's official position is

the section of the report dealing with the practice of

dentistry.

MANDATORY
PREMARITAL SCREENING

Mandatory premarital screening for AIDS is one
of the more controversial issues on AIDS. In general,

very few cases of females infected with HIV have been
reported, nationally as well as in Louisiana. The high

risk groups remain primarily male homosexuals, in-

travenous drug users and recipients of infected blood

products. In its study of this issue, the Subcommittee
also noted that:

• AIDS is only rarely seen in newborns in Louisiana;

• while HIV can be transmitted by heterosexual ac-

tivities, persons applying for marriage licenses are

most likely to be in a low risk group for HIV infection;

• premarital testing for HIV antibodies carries with it

a very high cost versus low expected benefits;

• the likelihood of a high percentage of false positives

exists in premarital testing results, with the consid-

erable anxiety placed upon individuals receiving an
inaccurate report.

With these reasons in mind, the House of Del-

egates passed the Subcommittee's resolution in 1987

regarding mandatory premarital testing for AIDS:

That the LSMS does not support mandatory pre-

marital screening for AIDS by HIV testing. It is

the responsibility of persons in high risk groups
for AIDS, to whom testing might be beneficial,

to discuss their individual situations with their

private physicians.

This position and its supporting information were
provided to the LSMS Office of Governmental Affairs

for use during the 1987 regular session of the Loui-

siana Legislature. Lawmakers ignored this reasoning

and subsequently passed a mandatory premarital

screening act, which has been signed by the governor
and takes effect on January 1, 1988.

PROFESSIONAL EDUCATION
The Society has taken an active role in developing an
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educational protocol for the physicians of Louisiana

on various aspects of AIDS. In September 1985, a

special issue of the Journal of the Louisiana State Medical

Society was dedicated to the topic of AIDS as is this

issue. In August 1987, the LSMS cosponsored a full-

day conference for physicians with Tulane School of

Medicine, LSU School of Medicine-New Orleans and
LSU School of Medicine-Shreveport. Held in New Or-

leans, this conference presented reports on the epi-

demiological trends of AIDS in Louisiana and the lat-

est in treatments available for patients.

The Subcommittee is also working with the Lou-

isiana Department of Health and Human Resources

to distribute the U.S. Surgeon General's Report on

AIDS to all practicing physicians in the state. Con-

sidered one of the most comprehensive and up-to-

date reports available, this document should provide

any physician with a general understanding of what

is currently known about AIDS. This information

should be considered basic for all physicians who may
have to counsel an AIDS patient and his or her family.

PHYSICIAN REFERRAL NETWORK
As an increasing proportion of infected persons be-

come either symptomatic or aware of infection, they

will need to see a physician for medical evaluation

and counseling. The Louisiana State Medical Society

is working with the Louisiana Department of Health



and Human Resources (DHHR) and the NO/AIDS
Task Force (a New Orleans-based community AIDS
support organization) to develop an organized, state-

wide physician referral network.

The network will be used for physician-to-phy-

sician referral, as well as direct patient referral. Each

physician in the state will be sent a questionnaire

concerning his or her interest and/or capability in

treating AIDS patients. Referrals will be made through

the AIDS Information Center operated by NO/AIDS
and parish health units operated by DHHR. Physician

referral lists will remain confidential and will not be

published.

See related story page 36.

PUBLIC EDUCATION
Through education, AIDS, for the most part, is a

largely preventable problem. We know, however, that

reliable estimates indicate AIDS will continue to in-

crease over the next several years. This prediction

imposes on physicians, as the public's foremost health

care advocates, a certain leadership role in educating

individuals about the preventable aspects of this

growing problem.

To help develop a strategic plan of public infor-

mation and education, the Subcommittee has met with

representatives of the Society's Committee on Public

Relations. Recommendations that are currently being

developed include the distribution of a television pub-

lic service announcement produced by the AMA and
localized with LSMS endorsement, and the devel-

opment of a program kit for use by component so-

cieties and individual physicians. This kit will include

fact sheets, speeches, media materials and guidelines

for public events.

We also see a need to develop a network of phy-

sicians to serve as local resources on AIDS. Naturally

these individuals must have a thorough understand-

ing and overview of the problem. These physicians

will be asked to work with our component society

presidents and public relations chairmen in handling

requests for media interviews, public speaking, and
other events. We consider these individuals, because

of their interest in and knowledge of this issue, to be

valuable in disseminating important and timely in-

formation to their local communities.

The proposed activities planned by the Subcommittee

on AIDS cannot be accomplished by the few physicians on

the Subcommittee. We need the commitment of many
others throughout the state if we are to be truly ef-

fective in controlling this potent risk to public health.

We ask your help in implementing these activities. In

addition, we are open to your suggestions on how
we can better deal with the AIDS problem. The mem-
bers of our Subcommittee are geographically dis-

persed around the state and have expressed their will-

ingness to work with you. Please take advantage of

their expertise.

LSMS SUBCOMMITTEE ON AIDS

PATTIE W. VAN HOOK, MD, Shreveport

Chairperson

FRANCIS A. D'ANZI, MD, Marrero

KENNETH B. FARRIS, MD, Marrero

ALAN B. GROSBACH, MD, Shreveport

BROBSON LUTZ, MD, New Orleans

SHEILA L. MOORE, MD, Baton Rouge

GEORGE A. PANKEY, MD, New Orleans

ALVIN M. ROUCHELL, MD, Metairie

WILLIAM ATKINSON, MD, New Orleans

Consultant
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Your personal crisis may be waiting in the

morning mail. If so, you’ll want the best

professional help. You’ll want a Medical

Protective General Agent.

Professional liability coverage is our only

business. And we’ve been providing it for

almost 100 years. Our agents live in the

territories they serve so they understand the

local legal climate. And with the extensive

resources of the home office Law Depart-

ment to draw from, they’re always ready to

answer your questions or give advice.

Someday it may be you against a negligence

charge. When that day comes and your

professional reputation is on the line, you’re

going to want all the help you can get. To

make sure you have it, contact your Medical

Protective General Agent today.

Dale Weaver
2900 West Fork Drive, Suite 200, Baton Rouge, LA 70827, (504) 291-1807



AIDS
IN LOUISIANA

PROGRAMS AT CHARITY HOSPITAL

ROBERT L. MARIER, MD, FACP

Charity Hospital of Louisiana at New Orleans

is the center of the state's health care system for

the medically indigent serving as a primary and ter-

tiary care center. LSU and Tulane University Schools

of Medicine are responsible for furnishing medical

care under the provisions of an affiliation agreement
with the state of Louisiana which was adopted in

1975. In addition, Charity Hospital is the center of the

state's system for training health care professionals

and medical research.

The state's most significant response to acquired

immune deficiency syndrome (AIDS) and related con-

ditions in terms of patient care, education and re-

search are the AIDS programs which have developed

at Charity Hospital. These are the result of the col-

laborative efforts of LSU and Tulane University Med-
ical Schools, the New Orleans AIDS Project and Char-

ity Hospital.

ORGANIZATION OF AIDS SERVICES

The medical services of LSU and Tulane University

Schools of Medicine are responsible for the care given

to most patients with AIDS and related conditions at

Charity Hospital. Two new programs have expanded
the types of services that are available. The first is the

primary care/case management program which is

supported bv the Robert Wood Johnson Foundation

and administered by New Orleans AIDS Project

(NAP). The second is the AIDS Treatment Evaluation

Unit (ATEU) which is supported by the National In-

stitutes of Health (NIH) and administered by Tulane

and LSU collaboratively.

Outpatient sendees at Charity Hospital have been

reorganized in the last six months in response to:

increasing numbers of cases, and a widely shared

view that better coordination of services and empha-

sis on comprehensive outpatient services (including

medical, social, mental health, home, and long term

care) was needed. Primary care, subspecialty and spe-

cial/research medical sendees as well as social and

educational services are provided in a newly opened

clinic (C-100). Case management and continuity of

care is emphasized. Appointments are required. A
weekly case management conference is held. Spe-

cialized treatment including IV amphotericin, DHPG
(an analogue of guanosine), pentamidine, and blood

transfusions will be available as an alternative to in-
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patient care for selected patients when the clinic is

fully operational. Staffing and other shortages have

sharply limited the number of patients that can be

seen in the clinic. Additional support is urgently

needed.

PATIENT POPULATION
There are 10 to 20 patients admitted to Charity Hos-

pital per month with infection caused by the AIDS
virus (Human Immunodeficiency Virus, or HIV) such

as AIDS, AIDS-related complex (ARC), and AIDS-re-

lated dementia (ARD). There are 10 times this number
seen in the outpatient department per month. The
numbers of patients have doubled in the last year.

The number of patients admitted with asymptomatic

infections is unknown.
The leading causes of admission to Charity Hos-

pital have been opportunistic infection especially

Pneumocystis carinii pneumonia, tuberculosis, toxo-

plasma brain abcess, disseminated cryptococcosis and

histoplasmosis (in order of prevalance). Neurologic

problems have been present in almost half of the pa-

tients. The management of these patients is updated

as needed based on the experience of our own and

other expert/research groups.

INFECTION CONTROL
Patients with known/suspected HIV infection are

placed on blood and body fluid precautions according

to current recommendations from the Centers for Dis-

ease Control (CDC). Hospital policy has recently been

changed in response to concern about the increasing

numbers of patients admitted to Charity Hospital with

unsuspected HIV infection to require the use of: (1)

gloves, whenever there may be direct contact with

blood or body fluids of any patient, and (2) protective

eyeware/masks/gowns whenever there may be splat-

tering/spraying with blood or body fluids. Blood and
body fluid precautions will be continued for patients

with known/suspected HIV infection (and other in-

fections where indicated) because of additional pre-

cautions which might be taken for certain types of

surgical and endoscopic procedures. Most impor-

tantly, an educational/safety program has been de-

veloped which stresses the importance of being more
careful and caring.

All personnel exposed to HIV infection through

needle stick/mucosal injuries are offered p24 antigen

testing at 3 months and HIV antibody testing at 6, 12

and 24 months. Personnel who are found to have HIV
infection are placed under surveillance by the infec-

tion control office. HIV infected personnel will not be

allowed to work in situations where they may expose

patients to HIV infection through accidental injuries

or by other means.

The development of the infection control policies

for AIDS is the responsibility of the Infection Control

Committee. Ultimately, the policies must be approved

by the Executive Committee of the medical staff. In-

formation is available on request through the Office

of Hospital Infection Control (Charity Hospital, 1532

Tulane Ave., New Orleans, LA 70140).

HIV ANTIBODY TESTING

The policy for HIV antibody testing has recently been

revised at Charity Hospital in keeping with AMA and

United States Public Health Service/CDC recommen-

dations. Under this policy, HIV antibody testing/

$6.7 MILLION NIH GRANT

T he AIDS Treatment and Evaluation Unit

(ATEU) in New Orleans is one of 19 centers

nationwide to study the safety and efficacy of new
drugs to combat the AIDS virus. The ATEU was

established in January through a four and one-half

year contract awarded by the National Institutes of

Health (NIH).

Granted to a consortium of physicians and

researchers from Tulane University Medical Center

and Louisiana State University School of Medicine,

the contract provides a total funding of $6.7 million.

Newton E. Hyslop Jr, MD, chief of the Tulane

department of medicine's section of infectious

diseases, is the principal investigator for the project.

Involved in the effort are the two medical

schools, Tulane's Delta Regional Primate Research

Center and School of Public Health and Tropical

Medicine. Dr. Charles V. Sanders, with the

assistance of Dr. George Risi, is coordinating the

LSU studies and Dr. Gregory Valainis is coor-

dinating the Tulane studies. Dr. S.R.S. Rangan of
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counseling is encouraged for certain patients. In-

formed/written consent is required. Counseling and
medical follow-up will be provided for seropositive

patients. Records relating to the results of testing done

as part of this screening program will be kept in the

infection control office and will not appear in the lab-

oratory computer system. Confidentiality will be

strictly enforced.

INTERACTION WITH COMMUNITY
The community, represented by the Metropolitan

AIDS Advisory Committee (MAAC), NO/AIDS Task

Force, New Orleans AIDS Project (NAP) and Asso-

ciated Catholic Charities (ACC) have been major part-

ners in the development of these programs which
represent only a part of a larger group of programs
which are under development in New Orleans. In-

deed, this partnership is the most remarkable and
encouraging aspect of all. The group came together

to win support from the Robert Wood Johnson Foun-

dation for the development of case management and
education programs for patients. It has recently sub-

mitted an application to the Health Resources Services

Administration for an AIDS service demonstation

project grant which will support the development of

community resources and educational programs for

health care workers. It has also worked with state

officials to develop obstetric/pediatric and long term

care programs. This group is collectively committed

to continuely develop programs and services for the

treatment and education needed to control the spread

of AIDS.

Dr. Marier is the associate medical director and director of the Office of

Hospital Infection Control of Charity Hospital-New Orleans and the

assistant dean for Charity Hospital-New Orleans affairs at LSU School

of Medicine in New Orleans.

ESTABLISHES AIDS TREATMENT AND EVALUATION UNIT

Tulane supervises the virological studies and Dr. W.
Abe Andes of Tulane evaluates the toxicology com-
ponents of the program. Dr. Juan J.L. Lertora of Tulane

directs the pharmacokinetics team and Dr. Richard

deShazo of Tulane oversees the immunological

studies. Dr. Robert Marier of LSU represents Charity

Hospital in the project.

While nearly 100 professionals participate in the

ATEU, most receive no pay. However, the contract

does support certain research laboratories, study

nurses, administrators, and computer data personnel,

who play key roles in collection and transferral of in-

formation to the Clinical Trials Coordinating Center

(CTCC). The CTCC and NIH work closely with the

Research Triangle Institute in North Carolina in

monitoring the collection and evaluation of patient data

from all 19 ATEUs.
The ATEU is enrolling patients in six protocols in-

volving the use of zidovudine (ZDV), or

azidothymidine (AZT) as it was formerly called. The
protocols, which run from six months to three years.

range from analysis of drugs effective against the

AIDS virus to agents which combat opportunistic

infections and malignancies. They focus on: 1)

evaluation of the efficacy of treatment of asymp-

tomatic seropositive individuals, AIDS dementia,

and early AIDS Related Complex, and 2) defining

less toxic regimens for infections and malignancies

characteristic of AIDS, such as Pneumocystis carinii

pneumonia and Kaposi's sarcoma.

Initially contracted to enroll 50 volunteers dur-

ing 1987, the number has already been exceeded and

will increase dramatically as new protocols and in-

vestigational new drugs continue to be made
available for study. Steps are currently being taken

to increase ATEU clinical and administrative sup-

port in order to expand the number of volunteers

who can be enrolled and the number of study pro-

tocols which can be run concurrently.

Physicians may contact the ATEU Ad-
ministrative Office at (504) 584-3605 for information

about available protocols and methods for referral.
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Physicians Recognition Award
Twenty-four physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during

July, 1987. This award is presented by the American Medical Association to physicians who have voluntarily

completed 1 50 hours of continuing medical education during a consecutive three-year time period. Of these 1 50

hours, at least 60 must be in AMA/PRA Category 1. These twenty-four individuals are presented below.

Alexandria Monroe
Carlos Francisco Morales, MD* Dale Russell Dunnihoo, MD

Baton Rouge

Kirk Albert Patrick, Jr., MD New Orleans

Daryl David Wier, MD* Mohamed M. Bargout, MD*
Elliott Bunyan Black, III, MD
Donald Marvin Gallant, MD

Bogalusa Steven C. Littlewood, MD*
Eddie Benson Scoggin, MD Ricardo Enrique Lopez, MD

Howard Joseph Osofsky, MD
William K. Reed, MD

Chalmette Stanley Edward Sherman, MD
Savitri Singh Kadan, MD

Gretna Rayne

Roxane Catherine Cohen, MD Carl Thomas Curtis, MD

Kenner

John H. Phillips, III, MD* Shreveport

Harold Joseph Quinn, Jr., MD
William Juan Watkins, MD

Mandeville

Rosario M. Montalbano, MD

Slidell

Mansfield Paul D. Gillman Buisseret, MD
Donald Ray Taylor, MD

Metairie Thibodaux

William P. Coleman, MD Philip Dudley Rabalais, MD

* These individuals are not members of the Louisiana State Medical Society



IN LOUISIANA

UNUSUAL PNEUMOCYSTIS CARINII
PNEUMONIA IN AN AIDS PATIENT

DAVID C. MOLTHROP JR, MD; JOHN S. THIELE, MD;
EWING W. COOK JR, MD; BARRY F. FAUST, MD

Pneumocystis carinii pneumonia is the most
common (60%) opportunistic pulmonary infection

to occur in patients with the acquired immune
deficiency syndrome (AIDS). Classic

roentgenologic findings of this disease are diffuse,

bilateral, interstitial infiltrates which frequently

coalesce and spare peripheral lung zones.

Localized lobar consolidation has not been
reported in this disease. We recently treated a

patient with AIDS who had signs and symptoms
of pneumonia and lobar consolidation involving

the right upper lobe. After treatment for suspected

bacterial pneumonia failed, the patient underwent
bronchoscopy and transbronchial lung biopsies

revealed pneumocystis organisms. In caring for

patients with immunodeficiency states,

pneumocystis pneumonia must be considered,

even if usual roentgenologic findings are lacking.

Their absence should not delay invasive

procedures to diagnose this severe and often fatal

disease. As our experience in caring for patients

with AIDS broadens, we are sure to encounter

other atypical presentations of pneumocystis

pneumonia.

A 32-year-old homosexual presented with short-

ness of breath, cough, night sweats and fever

for one week prior to admission. The shortness of

breath was initially with exertion but later occurred

at rest, associated with episodes of fever. The cough

was non-productive and there was no hemoptysis.

He had experienced profound anorexia and had lost

10 to 15 pounds over the preceding month. His tem-

perature had risen to 103°F on several occasions but

he did not experience rigors. He had no previous

history of respiratory illness or other medical prob-

lems.

Physical examination on admission revealed a thin

male, appearing chronically ill, and experiencing

moderate respiratory distress. His blood pressure was

110/60, respiration 26/minute, pulse 130/minute and

temperature 103. 4°F rectally. Examination of the head

showed marked temporal wasting. The neck and ax-

illae had no masses or adenopathy. Auscultation and

percussion of the lungs revealed dullness, bronchial

breath sounds and ergophony over the right upper

lobe. Cardiac and abdominal examinations demon-
strated no abnormalities. Laboratory studies revealed

a hemoglobin of lOgm/dl, hematocrit of 30% and white
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Fig 1. Chest X-ray on admission: consolidation of

anterior and posterior segments of the right

upper lobe.

blood count of 8,200. Chest X-ray revealed lobar con-

solidation of the anterior and posterior segments of

the right upper lobe (Fig 1). The right middle and
lower lobes and entire left lung appeared normal. A
Gram stain of expectorated sputum revealed numer-
ous Gram-negative pleomorphic bacilli suggesting a

Hemophilus species. Stains for acid-fast organisms
and fungal elements were negative. The patient was
begun on intravenous cefuroxime for suspected He-
mophilus influenza pneumonia.

Subsequent cultures confirmed this organism and
sensitivity studies showed it to be sensitive to the

chosen antibiotic. In spite of this, the patient failed

to improve and experienced daily fever greater than

102°F. The chest X-ray showed no change after one
week of antibiotic therapy. Repeated sputum analysis

failed to show acid-fast organisms, fungal elements

or other bacterial pathogens. Flexible fiberoptic bron-

choscopy and transbronchial lung biopsies were per-

formed. There were no endobronchial abnormalities

noted. Segments leading to the area of pneumonia
were patent but mildly erythematous. Transbronchial

lung biopsies taken from the right upper lobe revealed

interstitial pneumonitis with foamy, intra-alveolar ex-

udate (Fig 2). GMS stain revealed Pneumocystis carinii

organisms (Fig 3). Stains for acid-fast and fungal or-

ganisms were negative, as were cultures for these

organisms. Bacterial cultures of biopsy specimens also

remained negative. The patient was begun on intra-

venous Trimethoprim/sulfamethoxazole and re-

sponded well, becoming afebrile in five days. He fully

recovered after 14 days of therapy. A chest X-ray per-

formed two weeks after cessation of antibiotics re-

vealed complete resolution of the right upper lobe

infiltrate.

DISCUSSION

Pneumocystis carinii pneumonia (PCP) was first clearly

recognized as a disease process in post-World War II

eastern European day-care nurseries. In the mid-60s,

several series reported PCP in patients with lym-

phoreticular malignancies undergoing chemother-

apy. It is now well established that PCP is the most

common opportunistic pulmonary infection occurring

in patients with acquired immune deficiency syn-

drome (AIDS), occurring in greater than 60% of pa-

tients. 1

Classically, AIDS patients with PCP present with

bilateral, diffuse, interstitial infiltrates which fre-

quently coalesce and spare peripheral lung zones. As
experience with this disease has broadened, atypical

roentgenologic presentations have been reported. In

a review of 104 patients with PCP, DeLorenzo, et al

described patients with hilar enlargement, cystic or

honeycomb lesions and spontaneous pneumothorax. 2

No patients were described as having localized, lobar

consolidation. Milligan, et al3 reported a series of eight

patients with AIDS and PCP who had upper lobe,

patchy infiltrates similating pulmonary tuberculosis.

Anecdotal correspondences have also reported PCP
causing pleural effusions and atelectasis. We could

find no other report of an AIDS patient presenting

with PCP manifested solely as lobar consolidation

roentgenographically, as seen in our patient. In the

pre-AIDS era, Forrest4 reported a series of several pa-

tients with malignancies and PCP. One of the pa-

tients, a 58-year-old male with chronic lymphocytic

leukemia undergoing chemotherapy presented with
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Fig 2. Lung with interstitial pneumonitis and char-

acteristic foamy intra-alveolar exudate. Hae-

matoxylin and eosin stain, 400X.

Fig 3. Alveolus of lung with intra-alveolar exudate

containing numerous Pneumocystis carinii

organisms. Gomori methenamine silver

stain, 1000X.

a pneumonia causing lobar consolidation of his right

upper lobe. Post-mortem examination revealed pneu-

mocystis pneumonia.

SUMMARY
We have presented a patient with AIDS and pneu-

mocystis pneumonia who had highly atypical roent-

genographic findings for this disease. The uniqueness

of the X-ray findings led to a delay in arriving at the

correct diagnosis in our patient. As our experience in

caring for patients with AIDS broadens, we are be-

coming more aware of variations in which patients

with PCP may present. We are no longer able to rely

on "typical" roentgenographic findings to make us

suspicious of the possible presence of pneumocystis

pneumonia. This disease should be high on the list

of suspected causes for pneumonia in patients at high

risk of AIDS, irrespective of the roentgenographic

findings. The absence of classic X-ray features should

not delay appropriate procedures to diagnose this se-

rious, often fatal disease in patients with AIDS.

ADDENDUM
Several months after discharge the patient was re-

admitted with weight loss and fever and was found
to have positive cultures of Mycobacterium avium-in-

tracellulare. He died a short time later.
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LOUISIANA STATE MEDICAL SOCIETY

POSITION STATEMENT ON

AIDS
T

he LSMS recognizes the impact that viral ly transmitted AIDS and

AIDS RELATED COMPLEX have on our state and country. Projected

medical and economic concerns increase daily, reflecting the increased

numbers of cases reported to the Centers for Disease Control.

Consistent with the LSMS policy that all patients should have compe-

tent and humane medical care, it is our hope that no patient be

discriminated against or denied medical care on the basis of a known

or suspected diagnosis. We hold that all physicians and surgeons, nurses,

other health care professionals and hospitals should administer to all

patients with AIDS or AIDS RELATED COMPLEX.



IN LOUISIANA

BLOOD TRANSFUSIONS

L. RAY BRYANT JR, MD

E
ven though non-A, non-B hepatitis is the most
common blood transmitted disease and can have

serious complications, acquired immune deficiency

syndrome (AIDS) has become the most feared. 1 The
reasons for this fear are two-fold: (1) public awareness

of the almost 100% mortality of the end stage of hu-

man immunodeficiency syndrome (HIV) infection (eg,

AIDS), and (2) the stigma associated with the infec-

tion. AIDS is not a specific disease but a syndrome
or symptom complex initially caused by a retrovirus

with a propensity to attack and destroy the T4 helper-

inducer lymphocytes of the immune system. 2 ' 3 The
person infected with HIV may develop a viral like

illness similar to that seen in infectious mononucleosis

or be asymptomatic. 4 Some patients develop a marked
thrombocytopenia. 57 An intermediary stage known
as persistent generalized lymphadenopathy may oc-

cur.814 These individuals may be at increased risk for

the development of Hodgkins and non-Hodgkins type

lymphomas. The final or terminal stage of HIV infec-

tion is characterized by total collapse of the immune
system with the occurrence of a wide variety of op-

portunistic infections and/or malignancies, such as

Kaposi's sarcoma. This stage of the disease is the most

widely known phase and the one most commonly
associated with AIDS by the public. The number and

rate of progression of individuals through these var-

ious stages are not precisely known, though it has

been reported that 13% to 34% develop AIDS over a

six year period. 15

Human T-cell leukemia virus, type I (HTLV-I)

was the first retrovirus found that is a causative agent

of cancer. It was first reported in 1980 after studying

a patient diagnosed as having mycosis fungoides. 16
It

is now known as the causative agent for adult T-cell

leukemia. The virus causes immortalization and
transformation of normal T lymphocytes. Since the

virus is immortalized in the genes, it can be passed

on to future generations. HTLV-II was discovered soon

after in association with T-cell hairy cell leukemia

though the virus has not been proven to be the caus-

ative agent. It also is a transforming type of retrovirus.

HTLV-III/LAV was codiscovered in 1984 by Gallo in

the United States and Luc Montagnier in France in

1984. 17'21 The name of the virus has recently been

changed to human immunodeficiency virus (HIV).

This virus is the causative organism of AIDS. In con-

trast to the two previous retroviruses discovered, it
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is cytopathic and kills its target cell, the T4 helper

inducer lymphocyte. It is therefore not immortalized

in the genetic material of the host. Recently, a fourth

retrovirus has been discovered on the west coast of

Africa and has been named HIV I. It has since spread

into Europe and is believed to also cause AIDS. 22 ' 23

The greatest risk associated with blood transfu-

sion today is the transmission of disease and the num-
ber and gravity of transfusion-transmitted diseases

are increasing. 24 ' 25 Until the AIDS epidemic, this sit-

uation was not fully recognized and appreciated by

the public or physicians. The first reported case of

HIV infection associated with blood transfusion oc-

curred in a newborn infant from a high risk area (San

Francisco) in 1982. 26 Both the infant and one of the

platelet donors who gave blood to the infant died from

AIDS. A second case was soon reported by Jett, et al,

in 1983. 27 This patient received multiple transfusions

of blood 29 months prior to the onset of pneumocystic

pneumonia. This patient did not belong to any known
high risk groups. During this same period, cases of

AIDS in hemophiliacs began to appear in the litera-

ture. 28 - 29 Hemophiliacs often receive factor VIII prep-

arations from large donor pools which increase their

opportunity of acquiring a blood-transmitted disease.

In 1984, Curran, et al, reported a study on 18 recip-

ients of blood who developed AIDS and did not be-

long to any high-risk groups. 30 In 1985, Feorino, et al,

reported on a study of 25 donors who gave blood to

recipients who later developed AIDS. 31 In this study,

they used viral cultures and the then new enzyme
immunosorbent assay (EFISA, EIA) for antibody to

HIV to link donors with recipients who developed

HIV. Most of the infected donors remained asymp-
tomatic and some were virus positive but lacked the

detectable antibody to HIV.

Since the late spring of 1985, blood banks have
been using a very sensitive and reliable screening test

for antibody to HIV known as enzyme immunoab-
sorbent assay (EIA). 32 34 Increased sensitivity, though
desirable in order not to miss low levels of antibody,

is associated with some loss in specificity. Therefore,

EIA positive tests must be confirmed by Western blot.

With the Western blot (WB) test, the patient's serum
is allowed to react with HIV antigens which have been
previously separated by gel electrophoresis. Most of

the individuals with strongly reactive EIA tests (seven

times or greater) are confirmed by Western blot.

whereas the majority of the weakly reactive tests are

not confirmed by Western blot. As a result, a large

group of donors have been created who are EIA pos-

itive/WB negative. The sera of these individuals should

be frozen so that their status may be later clarified.

Since most individuals infected with HIV seroconvert

in six months, the original sample can be thawed six

months later and tested along with a new sample.

EIA testing is performed on both the initial sample

and the sample drawn six months later by the same
and a different cell line. A Western blot is repeated

on only the sample drawn six months later. If all tests

are negative, the individual may be considered a false

positive. 35 Even the Western blot test is not infallible

and there have been occasional cases reported of in-

dividuals who have false positive Western blot tests. 36

In 1985, Schorr reported that the number of EIA + /

WB+ donors were 38 per 100,000 donors. 37

Soon after nationwide screening of blood donors

was initiated by blood banks in the late spring in 1985,

it was recognized that there would be donors testing

positive who had given blood during 1977 to 1985

when there was no specific serological test for HIV.

It was decided that recipients of blood during this

untested era would be studied to establish whether

these donors were infectious in the past. If recipients

were found to be seropositive, they could be coun-

seled and measures taken to prevent the spread of

this disease to sexual partners and children. This com-

bination of nationwide screening of blood donors and

'Took back'' has given a unique opportunity to study

the incubation period and infectivity of blood for the

HIV virus.

In 1985, Fincher, et al, reported a case of a het-

erosexual male who received one unit of packed red

blood cells and seroconverted in seven weeks. 38 This

patient did not belong to any known high risk groups.

He later developed AIDS-related complex (ARC). The

same year, Esteban reported on a study of 3,951 do-

nors who gave blood to 461 patients. 39 Seven donors

were EIA positive/WB negative. None of the recipi-

ents who received blood from these donors serocon-

verted. Two donors in the series were EIA + /WB +
and both recipients who received blood from these

donors seroconverted. From these studies, Esteban

concluded that EIA + /WB- donors were not infec-

tious. In 1986, Marlink reported on two patients who
developed signs and symptoms of acute infection with
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HIV but remained anti-

body negative (EIA). 40

This period is known as

the “window period,"

or a time when antige-

mia is present but anti-

body formation is ab-

sent or too low for

detectability. During
this period, Marlink

demonstrated that the Western blot may become pos-

itive before the EIA and emphasized the low sensi-

tivity of EIA testing in early HIV infection.

There have been several excellent studies on the

incubation period and the infectivity of the virus from

"look back" reported in 1987. Ward, et al, reported

on a study of 201 recipients who had received blood

from 31 donors who later developed AIDS and one

donor who was antibody positive for HIV but re-

mained asymptomatic. 41 A total of 57% of the recip-

ients had died. This high mortality is apparently re-

lated to the severity of their primary illness

necessitating transfusion and not directly related to

AIDS. Of the living recipients, two-thirds had sero-

converted, indicating a high level of infectivity. All

blood or blood components were equally infective,

whether whole blood, platelets or fresh frozen plasma

was given. All recipients who received blood within

23 months of the donors diagnosis of AIDS developed

HIV infection. Ward concluded that once the blood

donors had a well-defined onset of infectivity, they

infected all recipients.

Bove, et al, reported on a study of 816 donors

who later tested positive for antibody to HIV. He also

reported a high mortality among recipients (56%) not

directly attributable to AIDS and apparently related

to the seriousness of their primary illness. 42 Of the

surviving recipients, 16% tested positive for anti-HIV

and 15% tested negative. He noted that recipients

receiving components later in the period of the AIDS
epidemic were more likely to seroconvert. Also, there

was a small but important number of patients and
physicians who were unwilling to participate in the

process.

Kakaiya, et al, reported on a study of 94 recipients

of previous blood donations from donors who now
test positive for antibody to HIV. 43 One recipient from
a February 1985 donation was seronegative. A recip-

ient from a March 1984

donation from the same
donor was seropositive,

whereas another recipi-

ent who received blood

from this donor in Feb-

ruary 1983 was serone-

gative. From this case he

concluded that "look

back" should be ex-

tended back in time for at least a year after a sero-

negative recipient is identified. In this study, 70% of

the donor recipients seroconverted.

On March 20, 1987, FDA recommended that phy-

sicians should consider offering HIV antibody testing

to some patients who received transfusions between

1978 and 1985. 44 These patients would be those who
have received a large number of transfusions, who
reside in a high risk area or are sexually active. This

recommendation has created a second "look back."

The recipients who have seroconverted should have

their donors tested to prevent further spread of the

disease. It has been estimated that approximately

12,000 recipients of blood transfusions in the untested

era between 1978 and 1985 may have been infected.

All of these studies indicate that the HIV virus is

highly infective through blood transfusion. A sensi-

tive, reliable screening test is being used nationwide.

However, there is an antigen window period which

is usually three to six weeks, but may be extended

when other diseases are present. Reliance on donor

screening to remove high risk donors is the only

method to prevent these donors from donations. At

times, there are strong social pressures unknowingly

exerted for high risk donors to donate. To circumvent

this occurrence, some blood banks have instituted a

confidential exclusion system whereby a donor can

donate a unit of blood and then have an opportunity

before leaving the donation area to indicate through

a computer label or a ballot with only the number of

the unit affixed to indicate whether his or her blood

should be transfused or not. 45 - 46 Several centers have

reported detecting high risk donors with this proce-

dure.

At this time, further prevention of HIV trans-

mission depends on a critical reappraisal of transfu-

sion practices. Modern medicine depends on the ready

availability of blood. At the same time, blood can

It is now estimated that only one infec-

tious donor in 250,000 would not be de-

tected by present serologic testing.

JOURNAL VOL 139 OCTOBER 69



PHYSICIANS,
SCHEDULE

SOMETIME FOR
YOURCOUNTRY.

Many physicians would
like to devote some time to their

country in a local Army Reserve

unit. We know that making a

weekend commitment can be
difficult for most physicians. So it

is practical for the Army Reserve

units to be flexible about time.

It’s worth discussing.

Incidentally, in addition

to satisfying your own desire to

serve your country, there are

exceptional opportunities to do
something totally different from
a day-to-day routine. Oppor-
tunities to study new areas of

medicine, meet new people in

your specialty, and be a part of

one of the world’s most advanced
medical teams.

Discuss the opportunities

with our Army Medical Person-

nel Counselor.

FOR
SURGEONS

LOOKING FOR
ACHALLENGE.
Your challenge could be the

Army Reserve unit near you. It’s a

unit that requires the services of

surgeons.

You may wish to explore the

challenge of teaching in a major
medical center. You may wish to

explore the special challenges of your
specialty in triage. Certainly you’ll be

confronted by challenges very

different from your daily routine.

You’ll also have an opportunity

to participate in a number of pro-

grams in which you’ll be able to

exchange views and information with

other surgeons from all over the

country.

The Army Reserve understands
the time demands on a busy physi-

cian, so you can count on us to be

totally flexible in making time for you
to share your specialty with your
country. We'll arrange your training

program to work with your practice.

To find out about the benefits of

serving with a nearby Army Reserve

unit, we recommend you call our
Army Medical Personnel Counselor

PHYSICIANS.THERE
ARE TWO KINDS
OF FLEXIBILITY IN
THEARMY RESERVE

WE THINK YOU'LL LIKE.
One, time. We know how

tough it is for a busy physician

to make weekend time commit-
ments. So we offer flexible

training programs that allow a

physician to share some time
with his or her country. We
arrange a schedule to suit your

requirements.

Two, the opportunity to

explore other phases of medi-
cine, to add a different kind of
knowledge—the challenge of
military health care. It’s a flexi-

bility which could prove to be
both stimulating and reward-

ing, with the opportunity to

participate in a vanety of

programs that can put you in

contact with medical leaders

from all over the country.

See how flexible we can
be, call our Army Medical
Personnel Counselor.

ARMY RESERVE.
BEALLYOUCAN BE.

HERE'S ONE DOCTOR
WHO WON'T PAY
HIS MALPRACTICE

PREMIUMS THIS YEAR.
The Army covers his premiums

Since he’s an Army Physician
,
there are

a lot of worries associated with private

practice that he won’t have to con tend
with. Like excessive paperwork, and the

overhead costs incurred i n ru nning a

private practice.

What he will get is a highly challeng-
ing, highly rcwardingexperience. The
Armyoffers varied assignments,
chances to specialize, or further your
education

,
and to work with a team of

dedicated health care professionals.

Plus a generous benefits package.
If you’re interested in practicinghigh

quality health care with a minimum of

administrative burdens, examine Army
medicine. Talk to vour local Army
Medical Department Counselor for

more information.

ARMY MEDICINE.
BEALLYOUCANBE.

MAJOR OPPORTUNITIES FOR
HEALTH PROFESSIONALS.

Army/Army Reserve Medicine
144 Elk Place, Suite 1514
New Orleans, LA 701 12

Call collect: (504) 589-2373



occasionally transmit serious infectious disease de-

spite all precautions and testing. Blood must not be

given unless there are definite clinical indications.

Blood components such as plasma, fresh frozen

plasma, cryoprecipitates and platelets carry the same
risk of HIV transmission as red blood cells. When
packed red blood cells must be given to restore the

02 carrying capacity of the blood, volume expanders

may be necessary. If so, crystalloids and/or albumin

should be considered over plasma as each additional

component used from another donor increases the

risk of disease transmission. Platelets, fresh frozen

plasma and cryoprecipitate should be used only to

correct established coagulation defects.

There are two basic forms of blood transfusion:

elective and emergency. Whenever possible, autolo-

gous blood should be used for elective transfusion.

Directed donors (donors selected by the recipient and
family) can be used but there is no data to support

the conclusion that patients can select safer donors

than the professionals involved in blood banking.

Close relatives and friends may be even more reluc-

tant than a random donor to reveal information that

would place them in high risk groups for HIV trans-

mission. Also, directed donors must undergo the same
degree of testing as shelf blood. Therefore, it may be

two to three days before directed donations can be

used. Emergency transfusions must rely on shelf

blood, as there is no time to process directed donors,

even if the patient and family should so desire.

Blood transfusion AIDS now can be viewed from
two prospectives: past and present. From 1978 to 1984,

blood was transfused without any specific serologic

test for AIDS, as none was available. It is estimated

that 2,000 cases may result from this era. As of June
15, 1987, 802 cases of blood transfusion AIDS has been
reported to the Center for Disease Control. However,
at the present time, we have a sensitive serological

screening test for AIDS. It is now estimated that only

one infectious donor in 250,000 would not be detected

by present serologic testing. 47 Though blood trans-

mitted diseases can never be absolutely prevented,

the risk of acquiring transfusion associated AIDS is

now extremely low.
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Each capsule contains 5 mg chlordiazepoxide HCI and 2.5 mg
clidinium bromide

Please consult complete prescribing information, a summary of which
follows:

* Indications: Based on a review of this drug by the National Acad-
emy of Sciences—National Research Council and/or other informa-
tion, FDA has classified the indications as follows:

“Possibly” effective: as adjunctive therapy in the treatment of peptic
ulcer and in the treatment of the irritable bowel syndrome (irritable

colon, spastic colon, mucous colitis) and acute enterocolitis.

Final classification of the less-than-effective indications requires fur-

ther investigation.

Contraindications: Glaucoma; prostatic hypertrophy, benign bladder
neck obstruction; hypersensitivity to chlordiazepoxide HCI and/or
clidinium Br.

Warnings: Caution patients about possible combined effects with alco-

hol and other CNS depressants, and against hazardous occupations
requiring complete mental alertness (e.g., operating machinery, driving).

Physical and psychological dependence rarely reported on recommended
doses, but use caution in administering Librium® (chlordiazepoxide HCI/
Roche) to known addiction-prone individuals or those who might
increase dosage; withdrawal symptoms (including convulsions) reported
following discontinuation of tne drug.

Usage in Pregnancv: Use of minor tranquilizers during first

trimester should almost always be avoided because of increased

risk of congenital malformations as suggested in several studies.

Consider possibility of pregnancy when instituting therapy.

Advise patients to discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Precautions: In elderly and debilitated, limit dosage to smallest effective

amount to preclude ataxia, oversedation, confusion (no more than

2 capsules/day initially; increase gradually as needed and tolerated).

Though generally not recommended, if combination therapy with other

psychotropics seems indicated, carefully consider pharmacology of

agents, particularly potentiating drugs such as MAO inhibitors, pheno-
thiazines. Observe usual precautions in presence of impaired renal or

hepatic function. Paradoxical reactions reported in psychiatric patients.

Employ usual precautions in treating anxiety states with evidence of

impending depression; suicidal tendencies may be present and protective

measures necessary. Variable effects on blood coagulation reported very

rarely in patients receiving the drug and oral anticoagulants; causal rela-

tionship not established.

Adverse Reactions: No side effects or manifestations not seen with
either compound alone reported with Librax. When chlordiazepoxide HCI
is used alone, drowsiness, ataxia, confusion may occur, especially

in elderly and debilitated; avoidable in most cases by proper dosage
adjustment, but also occasionally observed at lower dosage ranges. Syn-

cope reported in a few instances. Also encountered: isolated instances of

skin eruptions, edema, minor menstrual irregularities, nausea and con-

stipation, extrapyramidal symptoms, increased and decreased libido

—

all infrequent, generally controlled with dosage reduction; changes in

EEG patterns may appear during and after treatment; blood dyscrasias

(including agranulocytosis), jaundice, hepatic dysfunction reported

occasionally with chlordiazepoxide HCI, making periodic blood counts

and liver function tests advisable during protracted therapy. Adverse
effects reported with Librax typical of anticholinergic agents, i.e., dry-

ness of mouth, blurring of vision, urinary hesitancy, constipation. Con-
stipation has occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701

P I 0186
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In irritable bowel syndrome* anxiety can aggravate intestinal symptoms, which may
further intensify anxiety— a distressing cycle ofbrain/bowel conflict. Librax intervenes with

two well-known compounds. The Librium® (chlordiazepoxide HCl/Roche) component
safely relieves anxiety. And Quarzan® (clidinium bromide/Roche) provides antisecretory

and antispasmodic action to relieve discomfort associated with intestinal hypermotility.

Dual action— for peace between brain and bowel. Because of possible CNS effects, caution

patients about engaging in activities requiring complete mental alertness. Specify Adjunctive

LIBRAX
Each capsule contains 5 mg chlordiazepoxide HC1

and 2.5 mg clidinium bromide

“Librax has been evaluated as possibly effective as adjunctive therapy in the treatment of peptic ulcer and the irritable bowel syndrome.

Copyright O 1987 by Roche Products Inc. All rights reserved. Please see summary of prescribing information on adjacent page.



YOUR ROLE IN THE AIDS EPIDEMIC:
GUIDELINES AND RESOURCES FOR THE

LOUISIANA PHYSICIAN

TED WISNIEWSKI, MD

A practical approach to human immunodeficiency
virus with a set of 10 guidelines and a list of

available resources is presented to assist the

Louisiana physician in the battle against acquired

immune deficiency syndrome.

in the midst of a busy practice, many physicians feel

I they do not have the time to manage the multiple

problems of the people with acquired immune defi-

ciency syndrome-related illness. Indeed, human im-

munodeficiency virus (HIV) is a virus that leaves few

organ systems untouched. It presents both subtle and
dramatic clinical findings and brings untold psycho-

social stresses to patients, families had health pro-

viders. The treatment plans for patients who carry

HIV disease are ever-changing and it is difficult for

even the well-read specialist to follow a given stand-

ard of care. The ethical issues which confront society

today around this disease leave many physicians hes-

itant to move forward and take charge of problem

areas that seem to have few solutions.

In the midst of all this, the number of counted

acquired immune deficiency (AIDS) cases exceed 450

in the State of Louisiana with current estimates of

asymptomatic seropositives between 24,000 and
40,000. Whether the disease is active or silent, clearly

it is present in most hospitals, clinics, and private

offices statewide today. The Charity Hospital and

medical school care systems are soon to be over-

whelmed with the volume of symptomatic HIV ill-
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PROGRAMS

AIDS Treatment and Evaluation Unit (ATEU)
(See related story page 60)

Funded by a $6.7 million grant, the ATEU is one of 19 centers across in the United States providing experimental

protocols for drugs tested through the National Institutes of Health.

Principal investigator: Newton Hyslop, MD
Contact: (504) 584-3605

C-100 Clinic

Located in Charity Hospital's old "contagion" building once used for tuberculosis patients, "C"-100 Clinic is

a multi-service clinic for screening, routine follow-up, and ongoing care of HIV-related illness with access to ap-

propriate subspecialty clinics, health education, case management services, and experimental protocols for the

Charity uninsured population.

Contact: (504) 568-5304

Home Care and Hospice Agencies

Nearly every part of the state has access to home care nursing services. Patients with AIDS, however, will com-

monly have limitations on how much they can use these services depending on their insurance or Medicaid coverage.

Your social worker can help elicit guidelines for referral to these agencies. Some larger cities additionally have

hospice-specific home care services. These are available to persons whose prognosis is less than six months and

who have decided to refrain from actively invasive medical management. With the development of AIDS and

its known terminal nature, the hospice agencies are often willing to continue to work with some of the experimental

therapies.

Metropolitan AIDS Advisory Committee (MAAC)
MAAC is the official advisory body for New Orleans AIDS Project, the NO/AIDS Task Force, and Project Lazarus.

The 50-member broad-based committee serves to decrease duplication, assure cooperative planning and fund-

raising, and monitor personnel, civil rights and minority concerns for multiple AIDS-related entities in the Greater

New Orleans Area.

Chairman: Mike Kaiser, MD
Contact: (504) 899-9511

New Orleans AIDS Project (NAP)
Funded by a $1.6 million grant through the Robert Wood Johnson Foundation, this program of Associated Catholic

Charities seeks to provide and demonstrate a model of primary care, health education and case management along

with home health and hospice services for AIDS and ARC patients in the greater New Orleans community.

Project administrator: Larry Pate

Contact: (504) 523-3755

New Orleans AIDS Research Consortium (NOARC)
NOARC is a growing consortium of scientists, educators, and health care professionals seeking to provide a focus

for research on the multifaceted elements of mental health and HIV.

Contact: (504) 568-6011 (Paul Balson, MD, LSU School of Medicine Dept of Psychiatry)

New Orleans People With AIDS Coalition (NOPWAC)
Run by people with AIDS (PWAs), NOPWAC's basic function is to further the dignity and promote the self-

empowerment of PWAs.
Contact: (504) 891-3732

Project Lazarus

Sponsored by the Archdiocese of New Orleans, this former Catholic convent is a residential facility for persons

rendered homeless due to HIV-related illness. Maintains a waiting list.

Administrator: Katy Quigley

Contact: (504) 949-3609



HIV TESTING SITES /

COUNSELING SERVICES

AIDS Information Center

Operated by: NO/AIDS Task Force

Services: anonymous HIV testing, telephone

and drop-in counseling services with

referral to area support groups

Contact: (504) 522-AIDS, (800) 99-AIDS-9

Parish health and STD units

Operated by: Department of Health and
Human Resources (DHHR)
Services: anonymous or confidential HIV

testing free of charge, counseling

Contact: Allen: (318) 335-1147

Ascension: (504) 473-8380

Beauregard: (318) 463-4486

Caddo/Shreveport: (318) 631-8151

Calcasieu: (318) 478-6020

East Baton Rouge: (504) 342-1797

Iberia: (318) 364-4514

Jefferson-East Bank: (504) 838-5158

Jefferson-West Bank: (504) 361-6526

Jefferson Davis: (318) 824-2193

Lafayette: (318) 265-5615

Lafourche: (504) 446-1325

Orleans-Delgado Clinic: (504) 525-8594

Ouachita: (318) 325-0454

Rapides: (318) 487-5282

St Helena: (504) 222-6178

St Landry: (318) 942-9736

Tangipahoa: (504) 542-7611

Terrebonne: (504) 876-1540

Washington-Lranklinton: (504) 893-5646

Washington-Bogalusa: (504) 893-2510

West Baton Rouge: (504) 342-7525

New Orleans Family Planning Clinic

Services: anonymous or confidential HIV
testing, counseling

Contact: (504) 942-8268

Shreveport GLAD
PO Box 4523

Shreveport, LA 71104

Services: anonymous HIV testing, phone
counseling

Contact: (318) 222-4523

ness. Also, as is true in other areas across the country,

the few subspecialists who took charge of caring for

AIDS patients in the initial years of this epidemic, are

finding limits to what they can provide. Care for the

sick with this disease is a problem that confronts us

all. What is offered here is a practical “how-to" ap-

proach on HIV for the busy practitioner. An expla-

nation of available resources is also outlined with con-

tact phone numbers and addresses given.

1 • Your Role in AIDS Prevention and Education

While awaiting the development of a vaccine and other

more effective treatment regimens, the physician's

role in preventing the spread of HIV disease is critical.

Many opportunities exist in the office setting to sen-

sitize patients to the problem. During routine history-

taking, discussion about safer sexual practices, drug

and alcohol use, and planned pregnancy provide a

ready avenue to educate about AIDS and appropriate

risk-reduction measures. Multiple questions will often

follow a non-threatening exchange of general infor-

mation; the use of a teaching nurse, health educator

or information rack can greatly reduce your time spent

handling such questions. Certainly, a routine visit of

teenagers requesting assistance with contraception

should include education about AIDS. A wealth of

educational materials is available through agencies

listed below.

9Lm • Your Role in Creating a Safe Work Environment

Because of the widespread nature of "silent" HIV
disease, the need to reinforce standard infection con-

trol guidelines, especially when handling blood and

body fluids, is important with all patients. By review-

ing the CDC recommendations with office and hos-

pital staff, you can not only assure a safe working

environment for them, but you can also dispel un-

warranted fears that may hamper appropriate care

that should be given to your patients at risk for AIDS.

3 • Your Role as a Skillful Diagnostician

Be quick to second-guess the following set of prob-

lems: SYMPTOMS (unexplained weight loss, fever.
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diarrhea, cough with shortness of breath, headache,

mental slowing); SIGNS (rashes, seborrhea, gener-

alized lymphadenopathy, zoster. Tuberculosis, thrush,

hairy leukoplakia, neuropathies) and ABNORMAL
LABS (low hemoglobin, WBC, platelets, albumin,

cholesterol, and high protein and sed rate). These

problems may represent early warning signs of AIDS-

related illness. Of note, T-cell studies are becoming a

routine part of the evaluation of a seropositive person

now that "an absolute T4 (T-helper) cell count less

than 200" is an FDA-approved indication for AZT.

• Your Role as Patient Confidante

Build trust by assuring the confidentiality of person-

ally sensitive material with your patient. The vast ma-

jority of persons infected by HIV during the initial

wave of this epidemic in the United States come from

groups already ostracized by large parts of society.

The posture taken by frontline care providers is crucial

to bringing people forward rather than driving them
underground for fear of stigmatization, loss of job

anchor insurance, etc. Many public health officials now
believe that aggressive measures such as involuntary

testing, contact tracing, and quarantine will result in

later entrance to the health care/education system with

delayed diagnosis, subsequent earlier death and more
unknowing spread of the virus.

Q
• Your Role in HIV Testing

No single laboratory test has achieved such wide-

spread attention as has the HIV antibody test. With

the recent recommendation by the AMA for more
widespread testing and the development of antiviral

medications that may prove beneficial for persons early

in the course of HIV infection, the HIV test will con-

tinue to play an important role in patient care. Ex-

amine your approach to testing by asking how the

test results (either positive or negative) will affect your

patient's life and your care plan. More specifically,

ask:

• Will a positive result lead to the denial of patient

care by other providers or care systems?
• Will test results significantly change your approach

to diagnosis, treatment and follow-up?

COMMUNITY-BASED
AGENCIES

Alexandria CLASS
Services: physician referrals, emotional support

Contact: Viki Word, PO Box 12251,

Alexandria, LA 71315-2251

Baton Rouge AIDS Task Force

Services: physician referrals, buddies, support

groups, call-back hotline

Contact: (504) 929-8830

(504) 837-8917 (Libby Leinweber)

(504) 388-8717 (Jack Armstrong)

Lafayette CARES
(Concern for AIDS-Related Education and

Support)

Sendees: physician referrals, buddies, hotline,

hospital visitation, persons with AIDS
(PWA) advocacy, PWA grants and

assistance, support groups, community
education programs

Contact: (318) 232-HELP (Russ Howard)

NO/AIDS Task Force

PO Box 2616

New Orleans, LA 70116

Executive Director: Larry Pate

Services: speakers bureau, referrals to medical,

mental health and legal professionals, local

and statewide hotlines, regularly updated

library of literature, slides, videotapes,

community education programs, trained

volunteer corps of buddies, hospital, and

clinic visitors and people with AIDS
advocates

Contact: (504) 891-3732

Shreveport GLAD
(Greater Louisiana Alliance for Dignity)

PO Box 4523

Shreveport, LA 71104

Sendees: buddies, hospital visitors

Contact: (318) 222-4523
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INFORMATION SOURCES

US Public Health Service

Public Affairs Office

Hubert H. Humphrey Building

Room 725-H

200 Independence Ave SW
Washington, DC 20201

(202) 245-6867

Local Red Cross or

American Red Cross AIDS Education Office

1730 D Street, NW
Washington, DC 20006

(202) 737-8300

AIDS HOTLINES

NO/AIDS Task Force

(504) 522-AIDS

(800) 99-AIDS-9

US Public Health Service AIDS Hotline

(800) 342-AIDS (recorded)

(800) 477-AIDS (personal); 8am - 7pm

Department of Health and Human Resources

For reporting AIDS diagnosis

(504) 568-5005

If you have no plan to provide follow-up care for

seropositives, perhaps your testing should be done

by referral to another physician or agency.

If you choose to do your own testing, provisions

for informed consent and pre/post-test counseling

should accompany all testing. Be clear with your pa-

tient about how you intend to handle HIV test results

in terms of documentation and communication with

other physicians. If patients understand that such in-

formation is important to their medical care, they are

likely to work well with you. Alternative test sites

(see HIV testing sites/counseling services) are now
widely available. This resource can be especially help-

ful for persons who choose anonymous mechanisms

or are at low risk for HIV.

6 • The Role of Primary Care and Inter-Physician

Referral

Be quick to refer but not "refer away." Because of

multiple problems which these patients have, the need

for subspecialty assistance is generally standard. Be-

cause of the chronic and ever-changing nature of this

disease, however, the importance of a primary care
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focus is paramount. Should you find that in your

practice you choose not to manage this important as-

pect for your patient, set your limits clearly and iden-

tify the resource who will serve this role for you. As

the numbers of patients who carry HIV grow, an in-

creasing burden for primary care will fall on the gen-

eral internist and family practitioner.

7 • Your Role on the Vanguard of Research

Investigational therapies are a frequent part of the

regimen of care for people with AIDS. More recently,

an emphasis on antiviral therapy for patients in the

early stages of the disease is being examined. In the

midst of placebo-controlled trials with national levels

of planning, an underground system of tested and

untested therapies is rapidly developing. Given the

terminal nature of AIDS, it is easy to understand the

urgency your patient may feel in "trying to do some-

thing." Your role in helping steer patients through

the maze of studies is crucial. A general rule of thumb

is that patients who are clearly getting sick need to

be encouraged to move beyond denial and investigate

possible therapies that may keep disease from pro-

gressing; on the other hand, caution should be raised

for asymptomatic patients who seek out any type of

therapy that may help.



8 • Your Role in the Psychosocial Aspects of AIDS

Persons with HIV are likely to experience many of

the same psychological problems that people do with

other chronic and terminal illnesses including depres-

sion, denial, somatization, and suicidal ideation.

Throughout the course of HIV disease, there are sev-

eral points of particular concern: (1) the time of ac-

knowledging a positive HIV test, (2) the confirmation

of an AIDS or ARC diagnosis, (3) the sharing of health

status with family or loved ones, (4) the times of re-

current hospital admissions and additional diagnoses,

and (5) the terminal phase of illness.

The neurotropism of HIV can complicate the above

stressors with central nervous system infection and

dementia. The frequently seen coexistence of sub-

stance abuse and HIV presents additional problems

in management. Referral to AIDS-experienced mental

health professionals should be the rule rather than

the exception. Your medical social worker should be

aware of multiple resources available for patients and

their loved ones including support groups, volunteer

"buddies" and other case management services listed

below.

Q
• Your Presence in the Support of Terminal Illness

For AIDS patients, much like others who experience

terminal illness, three areas of fear are frequently ar-

ticulated: (1) fear of dying alone, (2) fear of loss of

control, and (3) fear of pain. All three of these areas

can be met with your assurance of a plan of action

and support throughout the dying period. Knowing
you will be there to face these problems, and others

which may arise, can help the patient and family tre-

mendously. Discussion of "do not resuscitate" or-

ders, the living will, whether or not to intubate, and
the medical power of attorney are practical items which

should be brought up before someone enters the ac-

tively dying phase. Resources of hospice nursing can

be a most beneficial part of your armamentarium.

The importance of a primary care focus

is paramount ... as the numbers of pa-

tients who carry HIV grow, an increasing

burden for primary care will fall on the

general internist and family practitioner.

munity agencies for assistance in developing policies

and plans. The following list of various services and
organizations can be helpful to you in your plan for

caring for persons with HIV disease. Such agencies

and organizations can also benefit from your contact

and assistance. Your role as community leader, ed-

ucator, and advocate can lend credibility to the hard

work these agencies and community-based organi-

zations are already providing.

Board certified in family practice, Dr. Wisniewski is the primary care/

coordinator of the New Orleans AIDS Project and the medical liaison to

Project Lazarus. He administrates the C-100 HIV Clinic at Charity

Hospital of New Orleans and has clinical faculty appointments to the

Departments of Internal Medicine and Family Medicine at

LSU Medical School.

Your Role as a Community Leader

As the epidemic escalates, physicians will be called

upon by hospitals, government, business, and com-
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TRANSFERENCE AND
COUNTERTRANSFERENCE

ISSUES IN THE TREATMENT OF
PERSONS WITH AIDS

FRANCIS A. D'ANZI, MD, PhD

This article is intended to confront all providers of

health care with the reality that acquired immune
deficiency syndrome (AIDS) is a psychologically

and emotionally devastating disease. Both the

patient and the providers of care, during the

course of their sometimes intensive treatment

relationship, experience many painful emotions.

For both the patient and the provider, these

feelings are responses to the other's expressed

language or behavior (transference/

countertransference reactions, respectively). The
final section deals with recommendations for more

successful management of persons with AIDS.

The following constitutes a statement of some
of my firmly-held opinions which some may find,

in both content and presentation, at times unusually

moralistic for an article appearing in a professional,

scientific journal. However, medicine, by its very na-

ture, ultimately is involved with moral issues, ethical

and philosophical concerns, and human character

traits and ways of handling intense traumata which

cannot be described quantifiably. It is appropriate,

then, that these moral issues be included in the con-

sideration of appropriate medical treatment for per-

sons with acquired immune deficiency syndrome
(AIDS).

AIDS became known in 1979, and by 1981 began

to be recognized as the nation's preeminent health

care problem for at least the remainder of the century.

Only four short years ago, an article was published

in this journal describing one of the first documented

cases of AIDS in New Orleans. 1 There now have been

500 diagnosed cases throughout Louisiana as of Sep-

tember 1, 1987.

The primary disease process itself is caused by a

retrovirus, the human immunodeficiency virus (HIV).

This singular virus manifests itself in two distinctly
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different disease states. The first involves invasion

and destruction of T-helper lymphocytes and mani-

fests itself in the well-documented opportunistic dis-

eases. The second, involving invasion and destruction

of neurons of the central nervous system (CNS), man-
ifests itself neuropsychiatrically via the symptoms of

primary degenerative CNS disease.

There are some enormous differences which
clearly set apart the large numbers of persons with

AIDS (PWAs) who are diagnosed and dying daily

from those persons with other terminal illnesses. First,

death comes for the former group as a certainty, which

is not necessarily so for the latter group. Second, the

social malignancy dealt with by the PWA is essentially

unknown to the patient with terminal cancer, for ex-

ample. Male or female, single or married, homosex-
ually- or heterosexually-oriented, PWAs are consid-

ered social pariahs. Third, for the most part, PWAs
represent our youth who will never have their own
opportunity to uniquely influence the world into which

they were born; nor will they ever have the oppor-

tunity to acquire and pass on a lifetime of collected

wisdom.

The term “care-giver” as used throughout this

(article refers to all those professionals who provide

health care and includes physicians, physicians' as-

sistants, nurses, nurse aides, clergy counselors, an-

cillary therapists, ward clerks, and all such others. I

have chosen to use the term “person with AIDS"
throughout this article in an ever-conscious attempt

to describe such an individual with respect and dig-

nity, and not in a manner that inadvertently labels

adversely, even by subtle innuendo, as use of the term

“victim" might.

SYMPTOMS
The psychological and emotional responses experi-

enced by PWAs to all these life-threatening and so-

cially-unacceptable diseases, whether secondary in-

fectious processes or a primary neurodegenerative

process, are immense. Most frequently encountered

are anxiety and depression (usually adjustment dis-

order with mixed emotional features or major depres-

sion). Additionally, psychiatric symptoms most fre-

quently encountered among PWAs with central

nervous system invasive disease in the early stage

include mild memory loss, impaired concentration,

anhedonia, decreased libido, blunted affect, psy-

chomotor retardation, and social withdrawal (also

classical signs and symptoms of depression); later ap-

pear the more neurologically malignant signs and

symptoms of mental deterioration such as confusion,

disorientation, seizures, mutism, dementia, and
coma .

2

TRANSFERENCE REACTIONS
OF THE PATIENT

Persons with AIDS experience some, all, or a com-

bination of the following feelings and emotions :
3

Anxiety

Frequently overwhelming, anxiety is the result of

multiple, different, unresolved conflicts, worries, and

concerns of the PWA. For example, the homosex-

ually-oriented patient now suddenly finds himself

having to trust members of a “straight" society, pre-

viously regarded with probably justifiable suspicion,

as his total health care-giver.

Depression

Depression is most likely the result of loss of: confi-

dentiality, anonymity and privacy; physical health and

well-being; independence; and all future sexual inti-

macy among a host of other very personal losses.

Isolation

This can result from the practice of hospital standing

orders and basic routines for infection control, as well

as from those more specific to the peculiar secondary

infectious disease being treated. For example, gloves,

gowns, caps, and masks may be required upon room
entry; use of disposable utensils or toilet facilities also

may be required. Within such a sterile environment,

the experience of personal isolation on the part of the

patient is inevitable.

Alienation and Expendability

This results from the new role assumed by the patient

and his misperceived sense of having lost his hu-

manity, and of being of value only as the object of

medical laboratory interest, a medical challenge, and

a potential source of data.

Reduced Support

The PWA experiences reduced support when family

members, friends, and even the care-givers begin to
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distance themselves emotionally and physically from
the PWA, in preparation for the inevitable loss of life.

Anger

Anger is often directed at self for allowing this "night-

mare" to occur as the indirect result of a chosen life

style, sexual promiscuity, ignorance of health issues,

etc.; at parents for their real or imagined responsibility

in the above; at physicians for not having the "magic"

to heal them and the disease completely; at friends

for their lack of timely and appropriate counsel in the

past and their current detachment; at God for allow-

ing this illness, with its certain death and shame, to

happen.

Guilt

Guilt is experienced because of having personally

learned one of society's many erroneous teachings:

bad things happen to bad people, or illness is God-
sent retribution for past transgressions.

Helplessness and Total Dependence

These develop physically as a result of recurrent sec-

ondary infections and psychologically out of fear of

the unknown and aloneness.

Uncertainty and Fear

These are the result of the many unknowns of AIDS
including: the natural course of the disease process,

the length of time remaining to bring closure to un-

resolved life issues, the nature and intensity of pain

in the terminal stage of the illness, the exposure of

one's sexual orientation and the response from those

whose impressions are of value to the PWA, and the

number of past sexual partners for whose future health

the PWA experiences grave concern and responsibil-

ity.

COUNTERTRANSFERENCE REACTIONS
OF THE CARE-GIVERS

The one-on-one health care providers experience

some, all, or a combination of the following feelings

and emotions :

4

Disapproval and Hostility

Whether conscious or unconscious, the care-giver's

disapproval and hostility of the patient's true or as-

sumed life style and sexual orientation bias the care-

giver negatively. This unfavorable attitude or mannei
of relating is perceived with exquisite sensitivity b)

the patient.

Anger and Frustration

These are frequently focused at the patient and his

continued depressive symptoms in the face of im-

proving health because the care-giver expects the pa-

tient to mirror in "spirit" his improvement in physical

health. The care-giver often neglects to recall that the

patient is continuing to struggle with significantly

much more than loss of health. Persistent depressive

response to these core losses is reflected in the pa-

tient's continued blunted affect, downcast mood, anx-

iety, apprehension, etc. In short, that the patient is

not "all better" from this particular bout of secondary

illness is a source of great frustration and anger for

the care-giver.

Distancing

Both physical and emotional distancing occurs as a

very natural means of protecting the care-giver from

the ultimate loss which will inevitably come. Of course,

the whole reverse isolation procedure facilitates this

interpersonal drama by setting the stage wherein very

little real physical contact is made possible. The su-

perficial social conventions of greeting, exchanging

verbal pleasantries with appropriate facies, is allowed

without the substantive and confirming human touch.

Another manner in which this pattern of distancing

may manifest itself is through the care-giver's refusal

to acknowledge that this illness involves a major psy-

chological or emotional component. Consequently, a

psychiatric consultation is not sought. Of course, one

must wonder about the degree of unconscious hos-

tility that may be being acted-out in this unfortunate

situation.

Fears

Fears of both accurate and exaggerated conflicts are

brought to life within the context, and as a result, of

the relationship between patient and the care-giver.

Fear of the unknown corresponds with the unknown
results of the many major medical decisions which

the physician will be making on behalf of the patient

during the treatemnt course. For example, the un-

known consequence of the decision to place a pro-

foundly depressed patient with AIDS on a full, ther-
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apeutic dose of antidepressant medication (with

significant sedative side effects) while simultaneously

attempting to monitor the patient's mental status. An-

other such fear of the unknown is related to the care-

giver's level of ignorance, due to non- or mis-infor-

mation about AIDS. Of a small psychiatric nursing

staff, for example, 73% reported believing that it is

possible for AIDS to be transmitted by casual contact

or by airborne transmission. 5 Fear of contagion can be

expressed rationally or hysterically. In the former sit-

uation, infection control and isolation precautions are

consistent with the clinical data available and with

our scientifically-based understanding of the mode of

transmission of HIV. Within this context, the neces-

sary precautions against contamination are not a clearly

observable barrier between the patient and care-giver.

In the latter case, such precautions are developed and
extended to unrealistic, valueless, extreme limits,

serving only to further separate and to suggest sym-

bolically that contagion and its human host must be

kept apart from the uncontaminated, healthy, and,

therefore, “good" people. Fear of death and dying is

enkindled within the care-giver at some level of con-

sciousness whenever he enters into a therapeutic re-

lationship of this kind and depth. Fear of homosexuality

certainly is not unique to the care-givers of our so-

ciety. However, when such an individual (whose

professional responsibility is to care for a person with

AIDS) is indeed homophobic, then that care-giver is

confronted with his personal prejudices against the

patient on one hand, and his integrity and personal

commitment to his profession on the other. This psy-

chological struggle, until resolved, most assuredly will

adversely influence the quality of patient care, even

if only to a minor extent.

Denial of Helplessness

This allows the care-giver an external appearance of

stability and control, while the fears discussed above

inwardly generate increasing anxiety. Care-givers are

taught repeatedly, through experience in treating vast

numbers of patients with all sorts of human ills, that

they hold in their possession the “magic" to cure.

Although such a distorted belief on the part of the

patient is essential, for a positive therapeutic outcome
in most situations, it is extremely dangerous for the

care-giver to lose sight of his human limitations since

he is doomed to fail in all cases involving PWAs.

Over-identification

This is a very real problem for the homosexually-ori-

ented care-giver. This individual's anxiety status is

forever vulnerable as it responds to and reflects the

health status of the patient with AIDS. Quite ob-

viously, this is psychologically and emotionally un-

healthy and, therefore, the care-giver should relin-

quish his or her role and/or commence intensive

psychotherapy.

SUMMARY AND RECOMMENDATIONS
FOR THE MANAGEMENT OF PWAs

The impatient care-giver must be prepared to provide

quality health care that is necessary and appropriate

to the patient with AIDS in its many clinical faces.

However, in order to be able to do so, the care-giver

must be prepared to examine his feelings and emo-
tional responses to PWAs. When such self-examina-

tion can identify a barrier of some kind, which pre-

vents the provision of quality care, there is a

responsibility to attempt to resolve the interfering

conflict.

Psychiatric consultation is strongly recom-

mended in every case involving the treatment of

PWAs, with only rare exception. The initial consult-

ative sessions are spent evaluating the psychological

and emotional status of the patient and making ap-

propriate recommendations for psychiatric treatment,

if warranted, in the form of individual, couples, fam-

ily, group psychotherapy and/or psychopharmaco-

logic therapy. 6

Team organization and approach to treatment is

the most sensible and potentially fruitful in the health

care of PWAs. Within this therapeutic framework, the

attending physician, the many consultative physi-

cians, and all para-medical support services personnel

can function most productively in the service of the

patient by ensuring: (1) that the unique medical and

psychiatric needs of each patient are provided for, (2)

that accurate medical diagnosis and prognosis are

made, because projected life span might make a cru-

cial difference in treatment goal — especially regard-

ing the utilization of services in terminal stages and

its impact on hospital-, home-, or hospice-care, (3)

that accurate psychiatric diagnosis and prognosis

(particularly regarding organic mental disorders ver-

sus affective disorders) are made, (4) that adequate
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Medicolegal Hotline

legal advice at no charge

A free service from the LSMS
which will confidentially answer

your questions about:

• PPOs and HMOs
• Malpractice

• Release of patient records

and information

• Informal consent

• Living wills

• Receipt of subpoena

• Reporting child abuse

FOR PHYSICIANS ONLY
Please limit calls to medicolegal issues. Routine

legal matters°should be referred to your attorney.

Adams & Reese, Attorneys at Law
Edward J. Rice or Robert J. Conrad, Jr.

(504) 581 -3234

medical, psychiatric, and psychosocial resources are

made available, and (5) that the responsibilities of all

medical staff personnel are assigned, taking into ac-

count their social biases, tolerances for anxiety, frus-

tration levels, ease and willingness to intercommun-
icate, and ability to define and share responsibilities. 7

All care-givers require continuing, updated, clin-

ical and scientific information in order to provide

PWAs quality medical care. Also required is a contin-

uing, growing awareness of those psychological traits

and emotional "ways of being" which serve as effec-

tive obstacles to the provision of quality medical care.

Staff education via in-service presentations and sup-

portive group psychotherapy will identify staff prob-

lem areas and will begin to resolve staff deficiencies. 8
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LOUISIANA LEGISLATION

SHARON KNIGHT, JD

I

N ITS 1987 REGULAR session, the Louisiana Legisla-

ture, like those in many states, considered a num-
ber of measures dealing with acquired immune de-

ficiency syndrome (AIDS) in an effort to develop sound
public policy. Several of these measures were highly

controversial as the legislature attempted to address

this critical health issue. Unfortunately, many of the

important medical issues in this sensitive area were
never fully understood.

The following laws relating to AIDS issues were
passed during the 1987 session and reflect the Loui-

siana Legislature's desire to establish protective public

policy.

BLOOD/TISSUE TESTING
House Bill 194 was signed into law by the governor
as Act 234 of 1987 and requires blood and tissue stor-

age facilities to test all donations of blood, blood prod-
ucts, body tissue and body fluid for AIDS. Under the

provision of this new law, transfusion or transplan-

tation of such products demonstrating a positive re-

action is prohibited, except in the case of emergency
circumstances or autologous donations intended for

use by the original donor. Otherwise, such products

cannot be accepted by a blood or tissue storage facility

except for research purposes or unless a secondary,

corroborative AIDS test proves the original test was
a false positive reaction.

The Department of Health and Human Resources

(DHHR) has been given rule-making authority for im-

plementation of this law. Any violation of the pro-

visions of this act will result in a fine of not more than

$2 ,000 .

Act 234 went into effect on September 1, 1987.

NOTIFICATION OF
EMERGENCY PERSONNEL

Senate Bill 380 was enacted and became Act 805 of

1987. This measure requires hospitals and physicians

to notify all emergency medical personnel or other

individuals involved in the transportation of patients

diagnosed with untreated pulmonary tuberculosis,

acute meningococcal meningitis, acute hepatitis B in-

fection or AIDS. The notification must be made within

48 hours and in such a way to protect the confiden-

tiality of the patient and the emergency medical per-

sonnel.

The law further requires that whenever a patient
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is admitted to a hospital or nursing home by a phy-

sician who has actual knowledge of one of these con-

ditions and is aware of the transfer, the physician

must notify the facility of the patient's condition.

Act 805 became effective upon the signature of

the governor on July 20, 1987.

CORONER NOTIFICATION

House Bill 1640 was enacted and became Act 663 of

1987. The law requires notification of the coroner by

physicians or others reporting the death of any patient

with a known or diagnosed virulent contagious dis-

ease, including AIDS. This includes deceased indi-

viduals who are known carriers of any such disease

but whose death may be due to other causes. Failure

to comply with these provisions is a misdemeanor
and carries a fine of not more than $5,000.

The law requires the coroner to "either view the

body or make an investigation into the cause and
manner of death in all cases" in which death is due

to a virulent contagious disease (including AIDS) "that

might be caused by or cause a public hazard."

This law became effective on September 1, 1987.

PREMARITAL TESTING FOR AIDS

House Bill 336 was enacted and became Act 830 of

1987. One of the more controversial areas of AIDS-
related legislation, this law requires clinical testing for

AIDS prior to the issuance of a marriage license. The
medical certificate must be dated within 10 days of

the license application and must state (over the sig-

nature of the physician) that the party or parties have

been examined and found free of any venereal dis-

eases as nearly as can be determined by the exami-

nation. This certificate must also verify that the ap-

plicant has undergone such physical examination as

may be necessary for the detection of AIDS antibod-

ies. The costs of these tests are to be borne by the

applicants.

If examination and testing show the presence of

AIDS antibodies, the marriage license cannot be is-

sued until the applicant furnishes (to the individual

or agency authorized to issue marriage licenses) an

affidavit from a licensed physician stating that the

physician has informed both parties of the test results,

and has counselled the parties concerning AIDS. The

results of the AIDS test shall be kept confidential and

shall be disclosed only for research purposes and to

the parents of a minor for whom parental consent is

required for marriage.

Act 830 will become effective on January 1, 1988.

CRIME OF INTENTIONAL EXPOSURE
House Bill 1728 was enacted and signed by the gov-

ernor as Act 663 of 1987. This law creates the crime

of intentional exposure to any AIDS virus. The statute

makes it unlawful for anyone to intentionally expose

another person to any AIDS virus through sexual con-

tact without the knowing and lawful consent of the

victim. The crime is punishable by a fine of not more
than $5,000, imprisonment with or without hard labor

for not more than 10 years, or both.

Act 663 became effective on September 1, 1987.

The Louisiana legislature also passed two con-

current resolutions related to the AIDS issue. Both

resolutions carry the potential of future enactment

into law.

AIDS TESTING FOR INMATES

Senate Concurrent Resolution No. 58 urges and re-

quests the Louisiana Department of Public Safety and

Corrections and each parish sheriff to provide AIDS
testing and education for all inmates in correctional

institutions.

INMATE TESTING FEASIBILITY
STUDIES

House Concurrent Resolution No. 75 directs the De-

partment of Public Safety and Corrections to:

• study the feasibility of mandatory AIDS testing of

inmates in all state correctional facilities

• study the feasibility of separating from the general

prison population those inmates testing positive for

the AIDS virus

• develop a program to notify any victim of crime

who could have been infected by an inmate who
tests positive for the AIDS virus

• study the costs associated with implementation of

such a program.

Additionally, it should be noted that in accord-

ance with Chapter II of the Sanitary Code of Louisi-

ana, promulgated March 20, 1984, physicians must

report AIDS cases either through the State Health
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Officer or the health unit of the parish or municipality.

This state DHHR regulation requires every physician

to report any case or suspected case of reportable

disease which he is attending, or has examined or

prescribed. This report shall be made promptly at the

time the physician first visits, examines or prescribes

for the patient and such report shall state the name,

age, sex, race, usual residence, place where the pa-

tient is to be found, the nature of the disease and the

date of onset.

Ms. Knight is the director of the LSMS Office of Governmental Affairs.
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INFORMATION FOR AUTHORS
The journal of the Louisiana State Medical Society is intended to

provide practical scientific information of interest to a broad spectrum

of physician members of the LSMS and to meet the need of each physi-

cian to maintain a general awareness of progress and change in clinical

medicine. The content is designed to aid the practicing physician in

giving comprehensive care and in recognizing the need for special-

ized treatment.

The journal welcomes material for publication if submitted in ac-

cordance with the following guidelines. Address all correspondence

to the Editor, Journal of the Louisiana State Medical Society, 1700

Josephine Street, New Orleans, LA 70113. Contact the managing editor

with any questions concerning these guidelines or for a checklist to

assist in manuscript preparation.

MANUSCRIPTS should be of an appropriate length due to the policy

of the journal to feature concise but complete articles. (Some sub-

jects may necessitate exception to this policy and will be reviewed

and published at the Editor's discretion.) The language and vocabulary

of the manuscript should be understandable and not beyond the com-
prehension of the general readership of the journal. The journal
attempts to avoid the use of medical jargon and abbreviations. All ab-

breviations, especially of laboratory and diagnostic procedures, must

be identified in the text. Manuscripts must be typed, double-spaced

with adequate margins. (This applies to all manuscript elements in-

cluding text, references, legends, footnotes, etc.) The original and one
duplicate should be submitted. An accompanying cover letter should

designate one author as correspondent and include his/her address

and telephone number. Manuscripts are received with the explicit

understanding that they have not been previously published and are

not under consideration by any other publication. Manuscripts are sub-

ject to editorial revisions as deemed necessary by the editors and to

such modifications as to bring them into conformity with journal
style. Statements made or opinions expressed by any contributor in

any article or feature published in the journal are the sole respon-

sibility of the author.

REVIEWING PROCESS. Each manuscript is reviewed by the Editor

and by a member(s) of the Editorial Board or the Panel of Consultants

from whom knowledgeable opinions are sought. The acceptability of

a manuscript is determined by such factors as the quality of the

manuscript, perceived interest to journal readers, usefulness or im-

portance to physicians, and the current backlog of accepted

manuscripts. Authors are notified upon receipt of the manuscript. When
acceptability is determined, authors will then be requested to sign a

manuscript consent form transferring copyright privileges to the jour-

nal. Accepted manuscripts become the property of the journal and

may not be published elsewhere, in part or in whole, without permis-

sion from the journal. Abstracts may be reproduced without specific

permission, provided acknowledgement of the source is made.

TITLE PAGE should carry [1 ] the title of the manuscript, which should

be concise but informative; [2] full name of each author, with highest

academic degree(s), listed in descending order of magnitude of con-

tribution (only the names of those who have contributed materially

to the preparation of the manuscript should be included); [3] a one-

to two-sentence biographical description for each author which should

include specialty, practice location, academic appointments, primary

hospital affiliation, or other credits (a picture, black-and-white head

shot, of each author may also be sent if available); [4] name and ad-

dress of author to whom requests for reprints should be addressed,

or a statement that reprints will not be available.

ABSTRACT should be on the second page and consist of no more than

150 words. It is designed to acquaint the potential reader with the

essence of the text and should be informative rather than descriptive.

(Avoid telling what "will be described" and instead describe it.) The
abstract should be intelligible when divorced from the article, devoid

of undefined abbreviations, and suitable, without rewriting, for

reproduction by abstracting services. The abstract should contain: [1 ]

a brief statement of the manuscript's purpose; [2] the approach used;

[3] the material studied; [4] the results obtained. Emphasize new and

important aspects of the study or observations.

KEY WORDS should follow the abstract and be identified as such.

Provide three to five key words or short phrases that will assist index-

ers in cross-indexing your article. Use terms from the Medical Sub-

ject Heading list from Index Medicus when possible.

SUBHEADS are strongly encouraged. They should provide guidance

for the reader and serve to break the typographic monotony of the

text. The format is flexible but subheads ordinarily include: Methods
and Materials, Case Reports, Symptoms, Examination, Treatment and
Technique, Results, Discussion, and Summary.

REFERENCES must be double-spaced on a separate sheet of paper and

limited to a reasonable number. They will be critically examined at

the time of review and must be kept to a minimum. All references

must be cited in the text and the list should be arranged in order of

citation, not alphabetically. Personal communications and unpublished

data should not be included in references, but should be incorporated

in the text. The following form should be followed:
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used, followed by "et al." [2] Title of article. Capitalize only the first
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or month except in the case of a supplement or when pagination is
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NEW MEMBERS

Applications for membership have been re-

ceived from the following physicians by the

respective parish medical societies as of

September 9, 1987. The Louisiana State

Medical Society is pleased to welcome:

Bossier

Raymond A. Coghlan, MD
1514 Doctors Dr, Bossier 71111

1972, University of Alberta Faculty of Med-

icine, Canada

internal medicine

East Baton Rouge
Holley Galland, MD
5825 Airline Hwy, Baton Rouge 70805

1976, Tulane University School of Medicine

family practice

Bolling C. Haygood, MD
3849 North Blvd, Baton Rouge 70806

1981, LSU School of Medicine, New Orleans

internal medicine

Gary B. Lum, MD
2041 Silverside Dr, Baton Rouge 70809

1980, University of South Alabama School

of Medicine

radiology

David P. Nussbaumer III, MD
5422 Dijon Dr, Baton Rouge 70808

1982, University of Tennessee Center for

Health Sciences

diagnostic radiology

Jefferson

Gail C. Brady, MD
1430 Tulane Ave, New Orleans 70112

1981, Tulane University School of Medicine

internal medicine

Robert M. Kessler, MD
1111 Ave D, Suite 511, Marrero 70072

1980, Universidad Autonomo de Guerrero,

Mexico

oncology

Lafayette

Michael S. Alexander, MD
155 Hospital Dr, Suite 402, Lafayette 70503

1982, LSU School of Medicine, Shreveport

internal medicine

Lonn E. Guidry, MD
206 East St Peter St, Carencro 70520

1984, LSU School of Medicine, New Orleans

internal medicine

Gwynn L. Jelden, MD
155 Hospital Dr, Suite 100, Lafayette 70503

1968, University of Missouri School of Med-
icine

radiology

Cheryl L. Neu, MD
516 St Landry St, Lafayette 70506

1983, LSU School of Medicine, New Orleans

ophthalmology

John P. Schutte, MD
PO Box 4016-C, Lafayette 70506

1980, LSU School of Medicine, New Orleans

orthopedics

Gregory S. Thompson, MD
201 St Patrick, Suite 201, Lafayette 70502

1984, LSU School of Medicine, New Orleans

internal medicine

Morehouse
Jack C. Noble, MD
345 West Hickory, Bastrop 71220

1978, LSU School of Medicine, New Orleans

family practice

North Central

Richard I. Ballard, MD
1200 South Farmerville, Ruston 71270

1982, LSU School of Medicine, Shreveport

orthopedics

Orleans

Christopher A. Bloom, MD
1809 Dryades St, New Orleans 70113

1983, Meharry Medical College

internal medicine

Jan A. Cooper, MD
5640 Read Blvd, New Orleans 70127

1982, University of Pennsylvania School of

Medicine

endocrinology

Richard E. Deichmann Jr, MD
2817 Napoleon Ave, New Orleans 70115

1982, Tulane University School of Medicine

internal medicine

Joseph A. Fortuna, MD
2700 Napoleon Ave, New Orleans 70115

1969, Georgetown University School of

Medicine

emergency medicine

Robert M. Gilliland III, MD
4460 General Meyer Ave, New Orleans 70114

1978, University of Texas Medical Branch,

Galveston

psychiatry

Dwight A. Green, MD
12931 Jeannee Court, New Orleans 70128

1979, Tulane University School of Medicine

internal medicine

Edward G. Helm, MD
2025 Gravier St #512, New Orleans 70112

1976, Chicago Medical School

general surgery

Robert H. Miller, MD
1430 Tulane Ave, New Orleans 70112

1973, Tulane University School of Medicine

otolaryngology

Robert M. Pinner, MD
3525 Prytania St, Suite 320, New Orleans

70115

1982, Tulane University School of Medicine

cardiology

Enrique C. Ponte, MD
2500 Belle Chasse Hwy, Gretna 70056

1971, Centro Occidental University

neonatology

Ouachita

John H. Smith III, MD
141 DeSaird #140, Monroe 71201

1978, University of California College of

Medicine, Los Angeles

cardiovascular surgery

Shreveport

Ashley Baquero, MD
915 Margaret Place, Shreveport 71101

1975, University Autonomous of Santo

Domingo
vascular surgery

Robert D. Haynie, MD
2225 Line Ave, Shreveport 71104

1983, LSU School of Medicine, Shreveport

pediatrics
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Robert H. Jackson, MD
PO Box 33932, Shreveport 71130

1982, LSU School of Medicine, Shreveport

internal medicine

David M. Philips, MD
3300 Virginia Ave #9, Shreveport 71106

1978, Emory University School of Medicine

gastroenterology

John W. Reeves II, MD
2514 Flourney #8, Shreveport 71118

1983, Texas A&M University College of

Medicine

internal medicine

Cleveland S. Waterman, MD
5661 S Lakeshore, Shreveport 71119

1980, LSU School of Medicine, Shreveport

emergency medicine

St Bernard

Vimala A. Mascarenhas, MD
1203 W St Bernard Hwy, Chalmette 70043

1980, St. John's Medical College, Bangalore

University, India

pediatrics

St Landry
Richard J. Lassere, MD
450 Moosa Blvd #B, Eunice 70535

1984, LSU School of Medicine, Shreveport

family medicine

St Tammany
Hassam Y.S. Abou-Taleb, MD
Southeast Louisiana Hospital, Hwy 190,

Mandeville 70448

1978, Cairo University, Kasr El Aini Faculty

Medicine, Egypt

psychiatry

Wayne E. Breen, MD
1113 South Tyler, Covington 70433

1978, LSU School of Medicine, New Orleans

obstetrics & gynecology

Ronald D. LeBlanc, MD
300 Gateway Dr, Suite B, Slidell 70461

1980, University of Mississippi School of

Medicine

internal medicine

Gerard F. Pena, MD
1850 Gause Blvd #301, Slidell 70461

1982, LSU School of Medicine, New Orleans

otolaryngology

Louis J. Provenza, MD
1850 Gause Blvd, #303, Slidell 70461

1975, Tulane University School of Medicine

neurosurgery

Richard J. Sanders Jr, MD
Rt 5, Box 199-C, Covington 70433

1983, LSU School of Medicine, New Orleans

family practice

C. Roger Searle, MD
1850 Gause E, Suite 205, Slidell 70461

1976, University of Ottawa Faculty of Med-
icine, Canada

family practice

James E. Smith III, MD
PO Box 3207, Slidell 70459

1979, University of Nebraska College of

Medicine

cardiology

Ileana J. Tandron, MD
300 Gateway Dr, Suite A, Slidell 70461

1981, University of Miami School of Medi-

cine

internal medicine

Tangipahoa
Jeffrey A. Johnson, MD
1516 Jefferson Hwy, New Orleans 70121

1984, LSU School of Medicine, Shreveport

internal medicine

Terrebonne
Eric Belizaire, MD
1702 Rio Vista Ave, Houma 70363

1986, Faculte de Medecine et de Pharmacie

de 1'University d'Haiti, Haiti

obstetrics & gynecology

Tommy L. Fudge, MD
611 Liberty St, Houma 70360

1973, University of Tennessee Center for

Health Sciences

thoracic surgery

Vermilion

John R. Budden, MD
215 Odea St, Abbeville 70510

1982, LSU School of Medicine, New Orleans

orthopedics

Vernon
Manzoor H. Qazi, MD
1101-A Port Arthur Terrace, Leesville 71446

1972, King Edward Medical College, Paki-

stan

internal medicine

Shahina M. Qazi, MD
1101-A Port Arthur Terrace, Leesville 71446

1973, King Edward Medical College, Paki-

stan

pediatrics

Washington
Hossein K. Tabari, MD
2108 South Ave F, Bogalusa 70427

1970, Faculty of Medicine, University of

Teheran, Iran

nephrology

Intern/Resident Members
ORLEANS

Robert D. Franklin Jr, MD
510 Newman Ave, New Orleans 70121

1985, Texas Tech University School of Med-
icine

physical medicine & rehabilitation

Michael K. Hsu, MD
1542 Tulane Ave, New Orleans 70112

1985, University of Texas Medical School

general surgery

Willard Kenneth Mann Jr, MD
LSU Medical Center, Dept of Surgery, New

Orleans 70112

1985, LSU School of Medicine, New Orleans

general surgery

John D. Reeves, MD
1542 Tulane Ave, New Orleans 70112

1984, LSU School of Medicine, New Orleans

neurosurgery

Hayes V. Whiteside, MD
1542 Tulane Ave, New Orleans 70112

1984, LSU School of Medicine, New Orleans

urology

SHREVEPORT

Gilbert K. Christy, MD
339 Ockley Dr, Shreveport 71105

1982, LSU School of Medicine, Shreveport

otolaryngology

Eduardo M. Fraifeld, MD
1541 Kings Hwy, Shreveport 71130

1986, University of Texas Medical School

general surgery
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Norton W. Voorhies, MD, Editor

ECG OF THE MONTH

THE BLANK SPACE

JORGE I. MARTINEZ-LOPEZ, MD*

The rhythm strip shown below — a modified bipolar chest lead — is part of a 24-hour ambulatory electrocar-

diogram (Holter) recorded on a 69-year-old man with coronary artery disease, systemic arterial hypertension,

and diabetes mellitus. Treatment included aortocoronary bypass grafts a few years earlier, prazosine hydro-

chloride, spironolactone, digoxin, and diltiazem. He was asymptomatic during the monitoring period.

What is your diagnosis? Elucidation is on page 11.

JOURNAL VOL 139 NOVEMBER 9



99"We Understand YourFrustration.

it

DOYLE N. ROGERS. MD. FCAP. JD
Chairman, President. CEO

You don't need to be told how tough
the last Jew years have been in

the professional liability arena. You've

faced escalatingpremiums, escalating
awards and escalatingfrustrations,
regardless who insures you.

From our side of the table, we've
struggled with diminishing rein-

surance, exhorbitant claims costs

and an industry-wide change in

ourtype ofinsurance policy. Through-
out, ICA has strived to maintain a
strong balance sheet, because our
financial stability is your only real

guarantee that we'll be here if you
need us.

So, we made tough and some-
times, unpopular, decisions.

But the bottom line is this:

We'vepositioned ourselves as
a strong force in the profes-

sional liability business, for
today and tomorrow.

"We'll be here if you need us.

That's what we both want. At

ICA, we're committed to protect-

ing your practice."

ICA
INSURANCE
CORPORATION
OF AMERICA

Houston, Texas (713)871-8100
The Professional Liability Specialist



ECG of the Month
Case presentation is on page 9

DIAGNOSIS — Sinoatrial node dysfunction; first-degree

AV block

The basic cardiac rhythm is sinus bradycardia, at a

rate of about 56 a minute, associated with long PR
intervals (0.24 sec), tall and narrow QRS complexes

(0.1 sec), non-specific ST segment depression, and T
wave inversion.

Two major features of the tracing raise serious

questions: What do the intermittent and unexpected

pauses (after the fourth cycle in the top panel and the

second cardiac cycle in the lower panel) in the basic

cardiac rhythm represent? Why is the PR interval

shorter (0.2 sec) in the first cardiac cycle after each

pause than that of the preceding and subsequent car-

diac cycles? The answers to these questions are the

subject of the discussion to follow.

DISCUSSION

The alert ECG interpreter, upon recognizing the pres-

ence of intermittent, unexpected pauses during sinus

rhythm, will consider several possible causal mech-
anisms, among which are the following: sinus ar-

rhythmia, non-conducted atrial premature impulses,

second-degree AV block, and sinoatrial node (SAN)
dysfunction.

Closer examination of the tracing shown here

should then lead to the exclusion of all of the mech-
anisms listed above, except SAN dysfunction. In pure

sinus arrhythmia, the P wave is normal and the PR
interval remains constant, but pauses do not ordinarily

appear abruptly. Instead, there is a gradual acceler-

ation and deceleration in sinus rate that may or may
not correlate with the respiratory cycle.

Non-conducted atrial premature impulses can in-

duce unexpected and abrupt pauses during sinus

rhythm. However, a careful search for ectopic P waves
usually finds them superimposed on the T waves.

None were found in this tracing.

Second-degree AV block was also excluded as a

cause for the pauses. Even though the first PR interval

after the pause is shorter than those of the preceding

and subsequent cardiac cycles, Mobitz type 1 AV block

(Wenckebach) is not present: there is no progressive

prolongation of the PR intervals, no progressive re-

duction in the lengths of the RR cycles, and there is

absence of non-conducted sinus P waves. Mobitz type

2 AV block can be eliminated as a causal mechanism
because the pause is not ushered in by a non-con-

ducted sinus P wave, but rather by its absence.

The key clue in the tracing is the abrupt and

unexpected pauses associated with the disappearance

of sinus P waves and of the QRS complexes that should

follow them. A second clue is provided by the length

of the pauses.

Disappearance of sinus P waves is termed “sinus

pauses." Because the term itself is purely descriptive,

its use requires mention of the causal mechanism.

Sinus pauses imply presence of SAN dysfunction,

which may be partial or complete, and temporary or

permanent. SAN function can be depressed by dis-

ease of the SAN itself (primary) or by drugs and auto-

nomic imbalance (secondary).

Three pathophysiologic mechanisms underlie

SAN dysfunction: disturbances of automaticity, con-

duction, and refractoriness.

Recent studies have challenged the concept that

the SAN has a specific primary site at which electrical

impulses are generated. It has been shown that the

SAN consists of both dominant and latent subsidiary

pacemaker sites, with the remaining portions of the

SAN working as a conductor for the impulses gen-

erated within it. Because of this large reserve capacity

for automaticity, failure of impulse formation within

the SAN occurs less commonly than disturbances of

impulse conduction.

Sinus pauses secondary to impulse formation

should be distinguished from SAN block, but this is

not always possible. When the SAN fails to generate

one or more electrical impulses, the sinus P disap-

pears. The duration of the ensuing pause is deter-

mined by the period of time during which the SAN
does not fire. Therefore, pauses are not multiples of

the basic P-P interval.

For sinus P waves to be inscribed on the ECG, it

is not only necessary for impulses to be generated,

but also for the impulses to exit from the SAN and

depolarize both atria. SAN conduction abnormalities

are analogous to those found in AV block. First-de-

gree and third-degree SAN block can not be detected

by the ECG, but second-degree SAN block can. In

JOURNAL VOL 139 NOVEMBER 11



type 1, Wenckebach periodicity occurs, ie, SAN con-

duction time increases progressively and culminates

in complete exit block and disappearance of the sinus

P wave. Presence of type 1 SAN block can be deduced
by observing the progressive decreases in the length

of the P-P intervals before a pause ensues; SAN con-

duction time cannot be measured from the ECG. Type
2 SAN block is characterized by regular P-P intervals

and by the abrupt disappearance of one or more sinus

P waves. Because sinus impulses continue to be gen-

erated, pauses occasioned by the totally blocked im-

pulses are usually multiples of the basic P-P cycle,

unless pauses are interrupted by either an escape im-

pulse or an escape rhythm.

With calipers, it can be established that the P-P

cycle in the rhythm strip shown here remains constant

and that the pauses are multiples of this basic cycle.

The conclusion is that the tracing is an example of

type 2 SAN block.

Now to the last question: Why is the PR interval

shorter in the first cardiac cycle after each pause than

that of the preceding and subsequent cardiac cycles?

The first possibility is that the lengthy pause has elim-

inated any possible lingering refractoriness in the con-

ducting system of the heart. Therefore, the first sinus

P after the pause would be conducted normally across

the AV node and distally into the ventricles. The sec-

ond, and most likely possibility, is that the first P-

QRS cycle after each pause represents a single episode

of AV dissociation. In other words, the SAN fires and
depolarizes the atria, but, before the sinus impulse

propagates into the ventricles, the AV junction es-

capes and depolarizes the distal conducting system.

As you can see, the blank space (on the ECG)
. . . inspired me.
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Beaumont Army Medical Center in El Paso, TX.

The opinions and assertions contained herein are the private views of the

author and not to be construed as official or as reflecting the views of

the Department of Army or Department of Defense.
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HEAD & NECK SURGERY REPORT

DIAGNOSIS AND MANAGEMENT OF
MALIGNANT EXTERNAL OTITIS

FELIX P. BOPP, MD; HOLLIS T. REED, MD

A significant change in the management of

malignant external otitis has occurred over the past

decade. Aggressive surgical therapy has been

replaced by minimal surgery in conjunction with

medical management using combination systemic

antibiotics. Included is a case history of a diabetic

patient presenting with malignant external otitis.

Diagnostic parameters are presented to help

distinguish acute external otitis from malignant

external otitis.

M alignant external otitis also known as nec-

rotizing external otitis is a severe infection of the

temporal area including the skull base. Changes in

the treatment for malignant external otitis have taken

place gradually over the past 10 years. There has been

increasing acceptance of these new approaches to

treatment as more data on their success has accrued.

Necrotizing external otitis is still a potentially lethal

illness, but the morbidity and mortality from the dis-

ease have decreased. Misdiagnosis and undertreat-

ment still remain common. The “external otitis” por-

tion of the name can sometimes give the practitioner

a false sense of security that he is only dealing with

an external ear infection. It must be understood that

if the disease is not treated appropriately and promptly

the prognosis may be very grave.

The family practitioner, emergency medicine

doctor or internist, may be the first physician to have

contact with these patients and must be aware of the

diagnostic criteria for necrotizing external otitis.

The treatment of necrotizing external otitis pre-

viously consisted of extensive surgery, including at-

tempts at major temporal bone debridement with pos-

sible facial nerve decompression. This practice has
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been discouraged in favor of minimal surgery and
long term specific combination systemic antibiotics.

CASE REPORT

A 69-year-old white insulin dependent diabetic female

presented with a chief complaint of left ear pain for

six weeks and left facial paralysis developing the eve-

ning prior to admission. Her family noted a change

in her mental status over the past six weeks. She had
been treated for external otitis for six weeks with local

conservative treatment including drops and oral an-

tibiotics.

Past medical history is significant for hyperten-

sion and renal insufficiency.

Physical examination revealed an obvious left fa-

cial paralysis. Examination of the left ear demon-
strated a purulent exudate with occlusion of the ear

by granulation-tissue in the posterior superior quad-

rant of the canal. The rest of the physical exam was
unremarkable.

Diagnostic studies included a negative lumbar

puncture. Blood cultures were negative. Computed
tomography (CT) scan showed considerable soft tis-

sue swelling in the left ear, left mastoiditis, no intra-

cranial involvement. Technetium" Scan — focal area

increased activity in the left mastoid. Gallium67 Scan

— focal area of mild increased gallium uptake in left

mastoid.

Her diagnosis was consistent with malignant ex-

ternal otitis. Treatment included intravenous (IV) to-

bramycin and Pipercillin for a total of 16 weeks. Local

debridement was performed intermittently with fre-

quent ear, nose, and throat examinations.

Recent follow-up demonstrated facial nerve func-

tion returning one year later.

DISCUSSION

The disease entity of necrotizing external otitis was

first described by Meltzer and Keleman in 1959. The

term Malignant External Otitis was coined by Dr. J. R.

Chandler in 1968 to describe a severe form of external

otitis which was unresponsive to conservative treat-

ment. 1 The term malignant external otitis may be in-

terchanged with the term necrotizing external otitis.

The typical history of malignant external otitis

involves an elderly diabetic complaining of severe ear-
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ache, purulent drainage, a sensation of fullness, hear-

ing loss and possibly some symptoms of cranial nerve

palsies. With the exception of cranial nerve palsies

the history could be identical to acute external otitis. 2

Predisposing conditions include diabetes, which
is most common, immunosuppression possibly sec-

ondary to chemotherapy, long term steroid admin-

istration, hypogammaglobulinemias, excessive use of

antibiotics with selection of resistant organisms, and
old age. 3

The pathophysiologic connection of diabetes to

malignant external otitis may be from the microvas-

cular pathology and/or the impaired host response

with poor leukocyte migration, defective phagocy-

tosis and reduced lymphocyte reactivity. 4

Physical exam of the patient with malignant ex-

ternal otitis usually demonstrates diffuse swelling and

tenderness of the external auditory canal, purulent

discharge, granulation tissue along the external canal

wall, and possible cranial nerve palsies. Involvement

of cranial nerves other than the facial nerve indicates

a poor prognosis.

Pseudomonas aeruginosa is cultured in approx-

imately 98% of malignant external otitis patients. 5

Rarely Staphylococcus, Proteus or Klebsiella may be

the infective pathogen. Pseudomonas is also the most

common organism to cause acute external otitis. Ex-

otoxins are produced by Pseudomonas including a

neurotoxin which may be instrumental in the cranial

nerve palsies. Multiple enzymes are also produced by

Pseudomonas which have collagenase-like activity and

are responsible for the necrotizing vasculitis, local tis-

sue destruction, and resistance to phagocytosis.

No single imaging modality is adequate at this

time. Initial evaluation should include CT scan or

magnetic resonance imaging, technetium scan and

gallium scan. 6 ' 7

Treatment of malignant external otitis should in-

clude hospitalization, antipseudomonas ear drops, and

systemic antibiotics including a semisynthetic peni-

cillin plus an aminoglycoside. Some of the new ceph-

alosporins are showing considerable activity against

Pseudomonas and may become an important drug in

the treatment of malignant external otitis in the fu-

ture.

Vigorous local debridement by an otolaryngolo-

gist should be repeated as necessary, including re-

moval of granulation tissue, drainage of abscesses,



removal of bony and cartilaginous sequestra. Speci-

mens should be sent to pathology to rule out a neo-

plastic disease. 8

Treatment should be continued for 12 to 16 weeks

and at least one to two weeks after clinical resolution

of the disease. In the more advanced cases, extension

of the disease may involve the parotid gland, tem-

poromandibular joints, mastoid, middle ear, stylo-

mastoid foramina, jugular foramina, hypoglossal

canal, orbital apex and may even progress along the

skull base to involve the opposite temporal bone.

Death from malignant external otitis may be second-

ary to expanding osteomyelitis or disseminated septic

thrombo-emboli of the brain.

SUMMARY
Acute external otitis and malignant external otitis both

have similar early presentations. Malignant external

otitis, usually seen in elderly diabetic patients, is un-

responsive to conservative treatment after one to two

weeks and includes extensive soft tissue involvement

with granulation tissue found in the external canal.

Cranial nerve involvement or osteomyelitis of the

temporal bone signal malignant external otitis. Treat-

ment philosophies have undergone a radical turn-

around from extensive surgical debridement with fa-

cial nerve decompression for facial nerve palsies to

minimal surgical debridement and medical manage-

ment with specific combination IV antibiotics.
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AUXILIARY REPORT

THE MD SPOUSE: A NEW APPROACH

OPAL F. McBRIDE

This is an old topic with

a definite new ap-

proach. The spouse may be

male or female— may have

spent years carving a place

in the medical community
or may never have become
involved, nor plan to be-

come involved.

Criticism is not the

way to address the “med-
ical marriage" or "physi-

cian's spouse" today.

Those of us starting "in the good ol' days" or those

more progressive in their thinking, are accepting the

fact that the problems are real. They have become
very public and must be discussed and dealt with

openly. Some problems are the same, some have come
with the changes present in today's complex lifestyle;

however, our ages in the time of our marriage com-
mitment is the difference.

Problems in the medical family are not new, I like

to think they are now being more openly addressed.

The pedestal the physician rested on has now been

removed. The image has suffered somewhat, and res-

toration with a stronger base is taking place. This is

why pride rises quickly to the surface when we see

the work being done nationally, statewide and in the

parishes to confront the problems. The brotherhood

of the medical family is proving, on all levels, that it

can cope.

From the AMA to the parish organizations, you
will find committee members serving on all levels.

The student-intern, as well as the graduate physician,

is working to better understand and deal with areas

of the family, helping to survive medical training, the

dual role of the working family, impairment, and on

to the retirement phase of life. We have become ac-

cepted as a strong force in our communities. No longer

the remarks of "The Ivory Tower." Everyone in all

age groups has a job to perform and it is being done.

Marriage as an institutiuon has suffered changes

from the "house in the suburbs, mother at home, two

kids, and two car garage" marriage to the "both part-

ners working, divorced, rotating children" marriage.

Now we see why confronting the medical marriage

where it starts, or where yours is now, is critically

important. The survivors have much to offer about

the stages they have passed through and much to

learn about those yet to be entered.

The AMA publication. Facets, has printed entire

issues about these problems. Auxiliaries are holding
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workshops, seminars, and panel discussions. The Im-

paired Physicians Committee is growing all over the

United States with help in the area of physical as well

as emotional impairment. Support groups are oper-

ating to help families cope with impairment or with

the loss of a loved one. There are even more seminars

and various other sources of information available on

financial help for the medical family from early in-

vestment planning to retirement.

When a group has functioned since 1929 as a

viable, supporting part of a team working to deliver

the best health care possible to a nation, you cannot

escape the fact that there will be changes, both in-

ternally and externally. I feel a great pride as the spouse

of a physician for some 40 years, who has lived with

and through many of these changes and still believe

it is the best. The fellowship, love, and concern that

I know exists would always overshadow any prob-

lems tossed at the physician's marriage.

We have faced the increasing complexities of the

practice of medicine, the role of changing our image

to become more involved and caring, and will con-

tinue to address any challenge that is given to us as

a proud profession.

Mrs. McBride (wife of Dr. William A. McBride Jr) is a past president

of the Louisiana State Medical Society Auxiliary.
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“HERPECIN-L appears to actually prevent the

blisters . . . used soon enough.” DDS, MN
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“Used at prodromal symptoms . . . blisters

never formed . . . remarkable.” DH, MA

“(In clinical trials) . . . response was dramatic.

HERPECIN-L . .proven far superior.” DDS, PA

“All patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
averted the attacks.” MD, AK

OTC. See P.D.R. for information. For samples to make
your own clinical evaluation, write: Campbell Laboratories,

Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

10150

In Louisiana HERPECIN-L is available at all Eckerd,
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Prevent recurrences
month after month*

ZOVIRAX
(acyclovir)

CAPSULES
BriefSummary

INDICATIONS AND USAGE: Zovirax Capsules
are indicated for the treatment of initial episodes

and the management of recurrent episodes of

genital herpes in certain patients.

The severity of disease is variable depending
upon the immune status of the patient, the fre-

quency and duration of episodes, and the degree of

cutaneous or systemic involvement. These factors

should determine patient management, which may
include symptomatic support and counseling only,

or the institution of specific therapy. The physical,

emotional and psycho-social difficulties posed by
herpes infections as well as the degree of debilita-

tion, particularly in immunocompromised patients,

are unique for each patient, and the physician
should determine therapeutic alternatives based on
his or her understanding of the individual patient’s

needs. Thus Zovirax Capsules are not appropriate in

treating all genital herpes infections. The following

guidelines may be useful in weighing the benefit/

risk considerations in specific disease categories:

First Episodes (primary and nonprimary infec-

tions— commonly known as initial genital herpes):

Double-blind, placebo-controlled studies have
demonstrated that orally administered Zovirax
significantly reduced the duration of acute infection

(detection of virus in lesions by tissue culture) and
lesion healing. The duration of pain and new lesion

formation was decreased in some patient groups.

The promptness of initiation of therapy and/or the
patient’s prior exposure to Herpes simplex virus

may influence the degree of benefit from therapy.
Patients with mild disease may derive less benefit

than those with more severe episodes. In patients
with extremely severe episodes, in which prostra-
tion, central nervous system involvement, urinary
retention or inability to take oral medication
require hospitalization and more aggressive man-
agement, therapy may be best initiated with intra-

venous Zovirax.

Recurrent Episodes:
Double-blind, placebo-controlled studies in

patients with frequent recurrences (6 or more
episodes per year) have shown that Zovirax Capsules
given for 4 to 6 months prevented or reduced the
frequency and'or severity of recurrences in greater
than 95% of patients. Clinical recurrences were
prevented in 40 to 75% of patients. Some patients
experienced increased severity of the first episode
following cessation of therapy; the severity of
subsequent episodes and the effect on the natural
history of the disease are still under study.

The safety and efficacy of orally administered
acyclovir in the suppression of frequent episodes of
genital herpes have been established only for up to

6 months. Chronic suppressive therapy is most
appropriate when, in the judgement of the physi-
cian, the benefits of such a regimen outweigh
known or potential adverse effects. In general,
Zovirax Capsules should not be used for the sup-
pression of recurrent disease in mildly affected
patients. Unanswered questions concerning the
human relevance of in vitro mutagenicity studies
and reproductive toxicity studies in animals given
very high doses of acyclovir for short periods (see

Carcinogenesis, Mutagenesis, Impairment of
Fertility) should be borne in mind when designing
long-term management for individual patients.
Discussion of these issues with patients will provide
them the opportunity to weigh the potential for

toxicity against the severity of their disease. Thus,
this regimen should be considered only for appro-
priate patients and only for six months until the
results of ongoing studies allow a more precise
evaluation of the benefit/risk assessment of pro-
longed therapy.

Limited studies have shown that there are
certain patients for whom intermittent short-term
treatment of recurrent episodes is effective. This
approach may be more appropriate than a sup-
pressive regimen in patients with infrequent
recurrences.

Immunocompromised patients with recurrent

herpes infections can be treated with either inter-

mittent or chronic suppressive therapy. Clinically

significant resistance, although rare, is more likely

to be seen with prolonged or repeated therapy in

severely immunocompromised patients with active

lesions.

CONTRAINDICATIONS: Zovirax Capsules are

contraindicated for patients who develop hypersen-
sitivity or intolerance to the components of the
formulation.

WARNINGS: Zovirax Capsules are intended for

oral ingestion only.

PRECAUTIONS: General: Zovirax has caused
decreased spermatogenesis at high doses in some
animals and mutagenesis in some acute studies at

high concentrations of drug (see PRECAUTIONS—
Carcinogenesis, Mutagenesis, Impairment of

Fertility). The recommended dosage and length of

treatment should not be exceeded (see DOSAGE
AND ADMINISTRATION).

Exposure of Herpes simplex isolates to acyclovir

in vitro can lead to the emergence of less sensitive

viruses. The possibility ofthe appearance of less

sensitive viruses in man must be borne in mind
when treating patients. The relationship between
the in vitro sensitivity of Herpes simplex virus to

acyclovir and clinical response to therapy has yet to

be established.

Because of the possibility that less sensitive

virus may be selected in patients who are receiving

acyclovir, all patients should be advised to take
particular care to avoid potential transmission of

virus if active lesions are present while they are on
therapy. In severely immunocompromised patients,

the physician should be aware that prolonged or

repeated courses of acyclovir may result in selection

of resistant viruses which may not fully respond to

continued acyclovir therapy.

Drug Interactions: Co-administration of probene-
cid with intravenous acyclovir has been shown to

increase the mean half-life and the area under the

concentration-time curve. Urinary excretion and
renal clearance were correspondingly reduced.

Carcinogenesis, Mutagenesis, Impairment of
Fertility: Acyclovir was tested in lifetime bioassays

in rats and mice at single daily doses of 50, 150 and
450 mgkg given by gavage. There was no statisti-

cally significant difference in the incidence of

tumors between treated and control animals, nor
did acyclovir shorten the latency of tumors. In 2 in

vitro cell transformation assays, used to provide

preliminary assessment of potential oncogenicity in

advance of these more definitive life-time bioassays

in rodents, conflicting results were obtained.

Acyclovir was positive at the highest dose used in

one system and the resulting morphologically
transformed cells formed tumors w'hen inoculated

into immunosuppressed, syngeneic, weanling mice.
Acyclovir was negative in another transformation
system considered less sensitive.

In acute studies, there was an increase, not

statistically significant, in the incidence of chromo-
somal damage at maximum tolerated parenteral

doses of 100 mg/kg acyclovir in rats but not Chinese
hamsters; higher doses of 500 and 1000 mg/kg wTere

clastogenic in Chinese hamsters. In addition, no
activity was found after 5 days dosing in a dominant
lethal study in mice. In 6 of 11 microbial and mam-
malian cell assays, no evidence of mutagenicity was
observed. At 3 loci in a Chinese hamster ovary cell

line, the results were inconclusive. In 2 mammalian
cell assays (human lymphocytes and L5178Y mouse
lymphoma cells in vitro), positive responses for

mutagenicity and chromosomal damage occurred,

but only at concentrations at least 400 times the
acyclovir plasma levels achieved in man.

Acyclovir has not been shown to impair fertility

or reproduction in mice (450 mg/kg/day, p.o.) or in

rats (25 mg/kg/day, s.c.). At 50 mg/kg/day s.c. in the
rat, there was a statistically significant increase in

post-implantation loss, but no concomitant decrease
in litter size. In female rabbits treated subcutan-
eously with acyclovir subsequent to mating, there
was a statistically significant decrease in implanta-
tion efficiency but no concomitant decrease in litter

size at a dose of 50 mg/kg/day. No effect upon
implantation efficiency was observed when the
same dose was administered intravenously. In a rat

peri- and postnatal study at 50 mg/kg/day s.c., there
was a statistically significant decrease in the group
mean numbers of corpora lutea, total implantation
sites and live fetuses in the F, generation. Although
not statistically significant, there was also a dose
related decrease in group mean numbers of live

fetuses and implantation sites at 12.5 mgkg/day
and 25 mg/kg/day, s.c. The intravenous administra-
tion of 100 mgkg/day, a dose knowm to cause ob-

structive nephropathy in rabbits, caused a
significant increase in fetal resorptions and a
corresponding decrease in litter size. However, at a

maximum tolerated intravenous dose of 5U mg/Kg
day in rabbits, there were no drug-related reproduc-
tive effects.

Intraperitoneal doses of 320 or 80 mgkg/day
acyclovir given to rats for 1 and 6 months, respec-

tively, caused testicular atrophy. Testicular atrophy
was persistent through the 4-week postdose recovery
phase after 320 mgkg/day; some evidence of recov-

ery ofsperm production was evident 30 days post-

dose. Intravenous doses of 100 and 200 mg/kg/day
acyclovir given to dogs for 31 days caused asperma-
togenesis. Testicles ware normal in dogs given
50 mgkg/day, i.v. for one month.

Pregnancy: Teratogenic Effects: Pregnancy
Category C. Acyclovir was not teratogenic in the
mouse (450 mgkg/day, p.o.), rat (50 mgkg/day, s.c.)

or rabbit (50 mgkg/day, s.c. and i.v.). There are no
adequate and well-controlled studies in pregnant
women. Acyclovir should not be used during preg-

nancy unless the potential benefit justifies the
potential risk to the fetus. Although acyclovir was
not teratogenic in animal studies, the drug’s poten-
tial for causing chromosome breaks at high concen-
tration should be taken into consideration in

making this determination.

Nursing Mothers: It is not knowm whether this

drug is excreted in human milk. Because many
drugs are excreted in human milk, caution should
be exercised when Zovirax is administered to a
nursing woman. In nursing mothers, consideration
should be given to not using acyclovir treatment or

discontinuing breastfeeding.

Pediatric Use: Safety and effectiveness in children

have not been established.

ADVERSE REACTIONS -Short-Term Admin-
istration: The most frequent adverse reactions

reported during clinical trials were nausea and'or
vomiting in 8 of 298 patient treatments (2.7%) and
headache in 2 of 298 (0.6%). Less frequent adverse
reactions, each ofwhich occurred in 1 of 298 patient

treatments (0.3%), included diarrhea, dizziness,

anorexia, fatigue, edema, skin rash, leg pain,

inguinal adenopathy, medication taste and sore

throat.

Long-Term Administration: The most frequent
adverse reactions reported in studies of daily

therapy for 3 to 6 months were headache in 33 of

251 patients (13.1%), diarrhea in 22 of 251 (8.8%),

nausea and/or vomiting in 20 of 251 (8.0%), vertigo

in 9 of 251 (3.6%), and arthralgia in 9 of 251 (3.6%).

Less frequent adverse reactions, each ofwhich
occurred in less than 3% of the 251 patients (see

number of patients in parentheses), included skin
rash (7), insomnia (4), fatigue (7), fever (4), palpita-

tions (1), sore throat (2), superficial thrombophlebi-
tis (1), muscle cramps (2), pars planitis (1),

menstrual abnormality (4), acne (3), lymphadenopa-
thy (2), irritability (1), accelerated hair loss (1), and
depression (1).

DOSAGE AND ADMINISTRATION: Treat-
ment of initial genital herpes: One 200 mg
capsule every 4 hours, while awake, for a total of

5 capsules daily for 10 days (total 50 capsules).

Chronic suppressive therapy for recurrent
disease: One 200 mg capsule 3 times daily for up
to 6 months. Some patients may require more drug,

up to one 200 mg capsule 5 times daily for up to

6 months.
Intermittent Therapy: One 200 mg capsule

every 4 hours, while awake, for a total of 5 capsules

daily for 5 days (total 25 capsules). Therapy should
be initiated at the earliest sign or symptom (pro-

drome) of recurrence.

Patients With Acute or Chronic Renal
Impairment: One 200 mg capsule every 12 hours is

recommended for patients with creatinine clearance
<10 ml/min/1.73/m2

.

HOW SUPPLIED: Zovirax Capsules (blue, opaque)
containing 200 mg acyclovir and printed with
“Wellcome ZOVIRAX 200” - Bottles of 100
(NDC-0081-0991-55) and unit dose pack of 100
(NDC-0081-0991-56).

Store at 15°-30°C (59°-86°F) and protect from light.

In controlled studies, recurrences were totally

prevented for 4 to 6 months in up to 75% of patients.

Burroughs Wellcome Co., Research Triangle Park, North Carolina 27709

IMPROVING LIVES THROUGH
ANTIVIRAL RESEARCH

” BURROUGHS WEI -COME CO

Copr. 1 1986 Burroughs Wellcome Co. All rights reserved. 86-ZOV-5



ACUTE MYELOCYTIC LEUKEMIA
FOLLOWING RADIATION AND

CHEMOTHERAPY
FOR ESOPHAGEAL CARCINOMA

ERNESTO A. MENDOZA, MD; LEONARD C. THOMAS, MD;

CARL M, SUTHERLAND, MD



The use of simultaneous chemotherapy and

radiation therapy followed by surgical excision has

been under investigation as therapy for esophageal

carcinoma with promising initial results. 1 This

study reports the occurrence of a form of acute

non-lymphocytic leukemia in a patient with

esophageal carcinoma, shortly after completion of

chemotherapy with 5-Fluorouracil and cis-platinum

with concurrent radiation therapy.

A 67-year-old black man was admitted with chest

pain and dysphagia in March 1983. This patient's

history was remarkable for coronary artery bypass

three years previously, stable angina pectoris, and
tobacco abuse. Admission testing disclosed squamous
cell carcinoma of the proximal esophagus, with me-
tastasis to the left supraclavicular lymphatics. The
complete blood count (CBC) indicated slight anemia

(Hg 10.1 g/dl), but was otherwise normal. The patient

was treated with involved field radiation therapy, re-

ceiving 5000 rads in 28 fractions between March and
May of 1983. Concurrently, two courses of cis-plati-

num, 60 mg/M2 (100 mg) on day one and 5-Fluoro-

uracil (5-FU), 1000 mg/M2 (1700 mg) daily by contin-

uous infusion on days one to four, were administered.

Therapy was well tolerated.

The patient did well until November, when he

was readmitted with syncope. CBC was again normal
except for mild anemia (Hg, 9.8 g/dl). Re-evaluation

failed to confirm residual carcinoma; however, during

the first week of hospitalization the anemia worsened,

platelet count fell to 33,000/mm3
, and leukocytosis oc-

curred with myeloblasts and monoblasts seen in the

peripheral blood. Bone marrow aspiration and biopsy

were performed, and disclosed replacement of normal
marrow elements by an infiltrate of myeloblasts, mon-
oblasts, progranulocytes, fibrosis, and focal necrosis.

A diagnosis of acute myelomonocytic leukemia (M-4

by the French-American-British Group classification

system) was made. Chromosome analysis with quin-

achrine banding of the marrow specimen was normal.

The patient refused chemotherapy and was dis-

charged to home care, where his disease, surpris-

ingly, has remained stable. He was last seen on Feb-

ruary 28, 1984, at which time testing showed:
Hg, 5.7 g/dl

platelet count, 24,000/mm3

and white blood count, 11,000/mm3

A diffuse papular rash had been present for two weeks,

which on biopsy showed infiltration with myeloblasts

and promyelocytes.

DISCUSSION

Patients exposed to therapeutic doses of ionizing ra-

diation for treatment of various malignant and benign

diseases carry a risk of developing acute non-lym-

phocytic leukemia (ANLL) five to ten times higher

than unirradiated control patients. 2 Similarly, patients

treated with alkylating agents of the nitrogen mustard

class for Hodgkin's disease, multiple myeloma, breast

cancer, ovarian cancer, and autoimmune diseases are

also at increased risk of developing ANLL. 2-9 The risk

is especially high in those treated with both modali-

ties. 9 Rosner9 reported a study of 216 well-docu-

mented cases of ANLL following treatment of Hodg-
kin's disease, 209 (96%) received alkylating agent

therapy and 162 (75%) were treated with irradiation. 9

In contrast, little evidence exists linking anti-

metabolites, and none specifically linking 5-FU, with

development of ANLL. Also, no reports, to our

knowledge, associate the use of cis-platinum, an al-

kylating agent chemically distinct from the nitrogen

mustard class, with leukemia. The widespread use of

cis-platinum is relatively recent, however, and be-

cause five years or more may elapse between first

exposure to chemotherapy or radiation and devel-

opment of a second neoplasm, an association with

cis-platinum may exist that is not yet apparent.

We know of no reports of leukemia occurring in

patients previously diagnosed with carcinoma of the

esophagus, despite the fact that such patients are

commonly irradiated. The Tumor Registry of Charity

Hospital of Louisiana at New Orleans (CHNO) ac-

cumulated 1000 cases of esophageal cancer between

1947 and 1983; 347/1000 (34.7%) patients received ra-

diotherapy as part of their treatment, 22/1000 (2.2%)

received chemotherapy, and 90/1000 (9.0%) received

both modalities. No instance of leukemia has been

recorded in these patients. Note that the mean time

from irradiation to development of ANLL in Hodg-
kin's disease is six years, 2 while the mean survival

following irradiation for esophageal carcinoma is much
shorter. The CHNO Tumor Registry reported a mean
survival of 10.7 months (limited to 15 years) in these

patients. This short period may account for the fact

that leukemia has not been seen previously.
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The patient in our study developed ANLL eight

months following initiation of treatment for carci-

noma of the esophagus with combined radiotherapy

and chemotherapy with cis-platinum and 5-FU, which
may, of course, represent a chance association. This

possibility is supported by the subacute course of the

patient's disease (since de novo subacute leukemia tends

to manifest in elderly patients), and the fact that no
chromosomal abnormalities were seen. In secondary

leukemia, abnormal karotypes are usually present, as

opposed to de novo leukemia. 10

The unusual case is reported because cis-plati-

num is an alkylating agent, and combined treatment

of other diseases with radiation and alkylating agents

carries a significant risk of developing ANLL. If ther-

apy using a combination of radiation and cis-platinum

currently under study in treatment of esophageal and
head and neck cancer results in enhanced survival,
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then other such patients may be seen in the future.

Should development of ANLL become a recognized

complication, it may significantly affect the risk:benefit

ratio of this therapy.
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PREDICTION AND CONSEQUENCES
OF FETAL MACROSOMIA

L.J. BROUILLETTE, MD

Natchitoches Parish Hospital (NPH), is a

community-owned hospital which provides

perinatal services for 400 to 500 deliveries in a

year. In most 12-month time periods, the

percentage of macrosomic infants (birth weight

>4000 gms), averages near 12% of the total births.

It was the aim of this study to investigate some
predictive parameters, as well as fetal and

maternal consequences in a twelve month group of

macrosomic births. These parameters and
consequences were compared to a control group of

normosomic infants (birth weights 2500-3999 gms)
born at NPH. Because there is an increased risk for

perinatal morbidity and mortality with the delivery

of macrosomic infants, this study was developed
with the aim of identifying antenatal risk factors

leading to macrosomia, especially any prevailing

factors unique to the NPH population.

A retrospective investigation of the 442 births

from September 1984 to October 1985 was un-

dertaken. Fifty-three of these births were infants

weighing 4000 gms (8 pounds, 13 ounces) or more,

representing 11.9% of the total births. There were 366

infants born during this same time span weighing

between 2500 gms (5 pounds, 8 ounces) and 3999 gms

(8 pounds, 13 ounces), representing 82.9% of the total

births. They were considered the normosomic pop-

ulation. Fifty-three of the normosomic births were

chosen randomly by computer for comparison to the

53 macrosomic births. Twenty-three infants born dur-

ing this time span had weights less than 2500 gms,

representing 5.2% of the total births, and were ex-

cluded from the study.

Maternal age, parity, time spent on the labor unit,

one minute Apgar scores, gestational ages, incidence

of cesarean section, incidence of forceps delivery,

gender ratio, and complications both maternal and

fetal were considered for comparison. These partic-

ular variables were chosen for their predictive value

or the higher incidence in macrosomic births. 1

The "Student's t-test" for related measures was

used to calculate the differences in the two groups.
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TABLE 1

WEIGHTS AND GENDER

>4000 gms <4000 gms
Macrosomic Normosomic

Total 53 53

Males 27 (50.9%) 27 (50.9%)

Females 26 (49.1%) 26 (49.1%)

Grams Grams

Min. weight 4000 (08#13oz) 2778 (06#02oz)

Max. weight 5132 (1 1 #05oz) 3969 (08#1 loz)

Mean weight 4199 (09#03oz) 3446 (07#1 Ooz)

Std Dev 223 (08 oz) 342 (12 oz)

Pc.Ol was the level considered to be statistically sig-

nificant. Standard deviation and variance were fig-

ured by standard methods. 2

RESULTS

The weight of 4000 gms was chosen to represent the

point over which the infant is considered macrosomic.

Most studies show that, in about 10% of all deliveries

in the United States, the infants exceed this weight. 3

The gender is usually weighted in favor of the male, 3

ie, there are more macrosomic males. It was not found
to be so in this study (Table 1).

It is a general observation that the more elderly,

multiparous, and past the due date the patient be-

comes, the risk of macrosomic infants being born in-

creases. 4 In this study, the maternal age and parity

had no apparent significance. The gestational age,

however, was an important factor (Table 2).

If one uses the one minute Apgar score as an
indicator of well-being, it seems the macrosomic in-

fants did as well as the normal-sized infants in this

study. It was significantly more difficult for the moth-
ers to deliver the larger infants, however, as the time

actually spent on the labor unit averaged some four

hours longer for the mothers of macrosomic infants.

With the average cesarean section rate at the time

this study was done being 14% in most twelve month
time periods, the normosomic infants seemed to ap-

proximate this average. The macrosomic infants

TABLE 2

PREDICTIVE VARIABLES

Maternal Age Min Max Mean Std Dev

Macrosomic 15 36 25.5 4.8

Normosomic 17 37 24.4 5.3

No significant difference at the 0.01 level

Parity Min Max Mean Std Dev

Macrosomic 1 4 1.9 .93

Normosomic 1 5 2.1 1.1

No significant difference at the 0.01 level

Gest Age (wks Min) Max Mean Std Dev

Macrosomic 39 43 40.7 .97

Normosomic 36 42 39.8 1.31

Significant difference (p<.01)

1 Min Apgar Min Max Mean Std Dev

Macrosomic 2 10 8.5 1.3

Normosomic 3 10 8.7 1.3

No significant difference at the 0.01 level

Hours on

Labor Unit Min Max Mean Std Dev

Macrosomic 2 28 10.3 6.0

Normosomic 0.5 26 6.8 5.1

Significant difference (p<.01)

greatly exceeded this average. All the cesarean sec-

tions in the macrosomic group were done for ceph-

alopelvic disproportion. The incidence of forceps de-

livery was also markedly higher in the macrosomic

group and this, combined with infant size, may have

led to a higher incidence of vaginal and perineal lac-

erations. The feared complications of nerve palsies

and asphyxia were of little consequence in this study

(Table 3).

DISCUSSION

Unexpectedly, factors such as maternal age and mul-

tiparity did not seem to be good predictive indicators

of fetal macrosomia. Postmature pregnancies and long

difficult labors did, however, reliably indicate an in-

creased risk for the delivery of a macrosomic infant.

In 1985, a 21.57% incidence of cesarean section

as the method of delivery was not unusually high. 5

JOURNAL VOL 139 NOVEMBER 35



TABLE 3

COMPLICATIONS

Macrosomic Normosomic

% of Total % of Total

Prim C-Section 21.57 14.58

Forceps 24.50 15.09

Lacerations

(>1 st Degree) 37.73 18.88

Shoulder Dystocia 1.90 0

Atony 5.66 1.90

Palsies 0 0

Asphyxia 0 0

There was an increased incidence of maternal mor-

bidity in the form of vaginal and perineal lacerations

with vaginal delivery, especially those in which for-

ceps were employed. Fetal outcome, however, was
universally good if one considers the one minute Ap-
gar as an indicator of the infant's well-being. There

was a very low incidence of shoulder dystocias, pal-

sies, and asphyxia.

Using the parameters in this study in an attempt

to identify the macrosomic infant would be difficult.

The identification of a large infant being born remains

a clinical judgment in most cases until more sophis-

ticated methods are developed. Accurate ultrasound

measurements of the fetus at term or in labor hold

promise in this regard. Until standardized methods
for determining weight of the fetus are developed,

care with forceps and judicious use of cesarean section

seem to give a very good outcome, especially in this

small series.
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BULIMIA PRESENTING AS TETANY

PATRICIA A. ROONEY, MD

A serious eating disorder called bulimia or “binge-

purge syndrome" has been recognized as a

diagnostic entity in medical practice. Typically the

binge eating is followed by purging, consisting of

self-induced vomiting and/or laxative and diuretic

abuse in an attempt to regulate weight. A case of

clinical magnesium deficiency presenting in a

patient who, upon further questioning, was found
to have bulimia is described.

A 30-year-old white female presented with a his-

tory of awakening with sudden onset of severe

muscle cramps involving all extremities as well as

facial muscles. The cramps appeared to increase in

severity until she was unable to fully open her hands,

flex her wrists, or extend her elbows. Physical ex-

amination revealed a thin, anxious, diaphoretic white

female, 5 '4" tall and weighing 104 pounds. She was
noted to have carpopedal spasms with elbows flexed,

wrists extended, and hands clenched. Frequent peri-

oral facial muscle spasms and positive Chvostek's and

Trousseau's signs were noted. The remainder of the

physical examination was unremarkable.

After persistent questioning, the patient finally

admitted to a long history of poor dietary intake, in-

cluding binge eating followed by diuretic and laxative

abuse in an attempt at weight reduction. She had been

taking Lasix® 40 mg one to three times weekly and

Correctol® twice weekly. She denied self-induction of

vomiting.

Laboratory studies revealed the following values:

white blood cells, 9,700/cu mm
hemoglobin, 13.9 g/dl

mean corpuscular volume. 111

erythrocyte sedimentation rate (Westergren), 24
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calcium, 8.6 mg/dl (normal, 8.5-10.5)

blood urea nitrogen, 7 mg/dl

serum creatinine, 0.9 mg/dl

sodium, 137 mEq/liter

potassium 2.8 mEq/liter

chloride, 88 mEq/liter

C02 , 33 mmo/liter

magnesium, 0.8 mEq/liter (normal, 1.8-2. 4)

glucose, 146 mg/dl

reticulocyte count, 2.1%

arterial blood gases on room air, pH-7.42, PC02
-

43.4 mm Hg, pO-2
-82.4 mm Hg

Serum B 12 , serum folate, thyroid profile, and urinal-

ysis were normal. A drug screen on the urine was
negative. Electrocardiogram was normal, including

the QT interval.

Because of marked hypomagnesemia, hypoka-

lemia, and tetany, the patient was given 1 gm of a

10% solution of magnesium sulfate intravenously over

30 minutes. A separate intravenous (IV) with normal

saline and 30 mEq of potassium chloride was infused

over three hours. After four hours, magnesium rose

to 1.3 mEq/liter and potassium remained at 2.8 mEq/
liter. One gram of a 10% solution of magnesium sul-

fate was repeated intravenously and an IV with nor-

mal saline and K+ supplementation continued. A
repeat magnesium level 14 hours later was 2.0 mEq/
liter (normal, 1.8-2. 4). Potassium rose to 4.1 mEq/liter.

All signs and symptoms of hypomagnesemia resolved

within 18 hours of admission. Muscle tone returned

to normal, and Chvostek's and Trousseau's signs dis-

appeared. Deep tendon reflexes were noted to be 3 +
and symmetric. A repeat magnesium level at 72 hours

remained within normal range.

COMMENT
Although hypokalemia is not an uncommon finding

in patients with anorexia nervosa or bulimia, the as-

sociated presentation of tetany from magnesium de-

ficiency in these patients has not been reported pre-

viously. The frequency of associated hypomagnesemia
and hypokalemia in patients with anorexia nervosa

has been described. 1 Previous reports of protein-ca-

lorie malnutrition and magnesium deficiency have also

been noted. 2 In addition, diuretic therapy has long

been known as a cause of hypomagnesemia. 3 *6

Magnesium has a vital role in cellular physiology,

and magnesium deficiency can lead to impairment of

many critical cellular functions. 6 In addition, hypo-

magnesemia can be associated with other abnormal

electrolyte situations which include hypokalemia

(42%), hyponatremia (23%), hypophosphatemia

(27%), and hypocalcemia (22%). Of these, hypoka-

lemia and hypomagnesemia occur most frequently;

some estimates indicate a 30% to 42% associated oc-

currence rate. In situations where severe potassium

and magnesium deficiencies coexist, attempts to re-

place potassium alone may be quite difficult. In such

instances, magnesium replacement may be necessary

before potassium levels will return to normal. Hy-

pomagnesemia may be not only a frequent electrolyte

disturbance, but possibly one of the most clinically

underdiagnosed. 6

This patient presented with tetany from hypo-

magnesemia in the presence of hypokalemia and nor-

mal serum calcium, phosphorus, and sodium levels.

Her diuretic abuse presumably played a large role in

the magnesium depletion. The kidney is one of the

principal regulators of magnesium balance, and loop

diuretics are a known cause of magnesium loss. 5

Other potential sources of magnesium loss in an-

orexic and bulimic patients include starvation, vom-
iting, and diarrhea. Starvation with moderately severe

ketosis can result in a net negative balance of up to

10 mEq of magnesium per day. 7 Vomitus and diarrhea

fluid are rich in magnesium8
; bulimic patients who

experience such recurrent episodes can potentiate

magnesium loss.

In the presence of tetany, hypomagnesemic pa-

tients should have parenteral replacement of mag-

nesium salts. Because of the low renal threshold of

magnesium, a large percentage of magnesium ad-

ministered will be excreted in the urine. Therefore,

repeat magnesium levels should be monitored for sev-

eral days.

SUMMARY
The importance of identifying patients with hypo-

magnesemia is apparent. A large portion of magne-

sium-deficient patients may be clinically asympto-

matic and present only with hypokalemia. Others may
manifest different ranges of neuromuscular abnor-

malities such as weakness, muscle fasciculations, or

tetany. Because of the relatively high frequency of

associated hypokalemia and hypomagnesemia, pa-

tients with bulimia or anorexia who have evidence of
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hypokalemia should have routine determinations of

serum magnesium levels. a
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Highway, New Orleans, LA 70121.

Physicians Recognition Award
Eleven physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during August,

1 987. This award is presented by the American Medical Association to physicians who have voluntarily completed

150 hours of continuing medical education during a consecutive three-year time period. Of these 150 hours, at

least 60 must be in AMA/PRA Category 1 . These eleven individuals and the cities in which they reside are presented

below.

Baton Rouge

Carlton Lanier Carpenter Jr, MD
Dean Wilburt Geheber, MD

Bogalusa

Romeo Atienza Hernandez, MD*

Lafayette

Wallace P. Begneaud Jr, MD
Lake Providence

Forrest M. Terral, MD

Many
Liang-Sien Oey, MD*

Metairie

Hyman C. Tolmas, MD

New Orleans

James E. Banta, MD*
Martin Alphonse Belanger, MD
Morris Daniel Kerstein, MD

Rayville

Lawrence Francis Haglund, MD

* These individuals are not members of the Louisiana State Medical Society
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Norton W. Voorhies, MD, Editor

EGG OF THE MONTH

FRIENDS OR FOES?

JORGE I. MARTINEZ-LOPEZ, MD

The tracing shown below consists of limb lead 2 and precordial lead VI, recorded simultaneously. No
other information is available.

What is your diagnosis? Elucidation is on page 5.
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ECG of the Month
Case presentation is on page 3.

DIAGNOSIS — Atrial fibrillation with dimorphic QRS
complexes occurring in bigeminy

The tracing is characterized by two important fea-

tures. First, the basic cardiac rhythm is atrial fibril-

lation. This diagnosis can be established by the ab-

sence of discrete atrial activity and the constant

irregular undulation of the baseline.

Second, ventricular complexes display two dif-

ferent configurations: one type of QRS is narrow, re-

flecting normal intraventricular conduction in re-

sponse to the atrial fibrillatory impulses. In the other

type, the ventricular complexes are broad, uniform in

appearance, recur in a bigeminal pattern, and are the

main subject of the discussion to follow.

DISCUSSION

Even though atrial fibrillation (AF) is one of the most
common cardiac arrhythmias, the electrophysiologi-

cal mechanism responsible for it remains both elusive

and controversial. The preponderance of electro-

physiological evidence strongly supports the multiple

wavelet hypothesis, which is based on the existence

of multiple and concurrently circulating small reen-

trant circuits. Regardless of the exact mechanism re-

sponsible for AF, the electrical impulses are con-

ducted into the ventricles randomly (as a result of the

decremental conduction) and with normal intraven-

tricular conduction. Accordingly, in the absence of

AV block, AF is characteristically associated with ir-

regularly irregular R-R cycles and narrow QRS com-
plexes.

The presence of wide QRS complexes during AF,

therefore, requires explanation. When wide QRS
complexes are found in every cardiac cycle, one must
consider the following ECG diagnoses: coexisting

bundle branch block; the presence of an “innocent

bystander" accessory AV pathway; antidromic AV
reentrant rhythm in WPW syndrome; and ventricular

tachycardia. The tracing presented here eliminates all

these possibilities because the wide ORS complexes
appear intermittently and not continuously.

Of particular interest in the tracing is the bigem-
inal pattern in which the first QRS is narrow and the

second is wide. Since the narrow QRS complexes oc-

cur as a result of normal intraventricular conduction,

the principal question focuses on the alternating wide

QRS complexes: Are they friends or foes? In other

words, are the wide QRS complexes part of a benign

ECG phenomenon or of a potentially malignant one?

The answer to this question is not academic; it has

important clinical and therapeutic implications. But

to answer the question, the interpreter must draw a

new list of diagnostic possibilities, including aberrant

ventricular conduction, ventricular preexcitation,

ventricular escape impulses, and ventricular prema-

ture impulses.

In contrast to "fixed" bundle branch block, which

is pathologic, aberrant ventricular conduction (AVC)
is a transient and functional form of abnormal con-

duction of supraventricular impulses. Most often, AVC
occurs when there is unequal refractoriness of the

bundle branches. Because the refactory period of the

bundle branches is directly proportional to the length

of the preceding R-R interval, AVC may be encoun-

tered when premature supraventricular impulses en-

ter the trifascicular intraventricular conducting sys-

tem of the heart or when there is rate-related bundle

branch block (acceleration-dependent or deceleration-

dependent). For these reasons, the constantly chang-

ing R-R intervals that occur during AF provide a fertile

ground for AVC. Intermittent AVC may appear when
the preceding cycle is long, when the subsequent one

is short, or when there is a combination of both — a

long preceding cycle and a subsequent short one. AVC
produced by long-short cycle sequences has been given

the eponymic designation of Ashman's phenomenon *

Intermittent AVC can display all degrees of aberration

and simulate ventricular premature impulses. In con-

trast to the latter, wide QRS complexes due to AVC
during AF have variable rather than fixed coupling

intervals.

Ventricular preexcitation can occur intermittently

during either sinus or ectopic supraventricular

rhythms. The wide QRS complexes in such cases dis-

play initial slurring that lasts from 0.02 to 0.07 second
— the so-called delta wave— and represents the early

depolarization of part or all of the ventricular mus-

culature by way of the accessory pathway. During ^

* The late Richard Ashman, PhD, was Professor and Head of Phys-

iology at LSU Medical Center in New Orleans.
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AF, intermittent ventricular preexcitation occurs ran-

domly and the coupling interval is variable rather than

fixed.

Escape impulses surface when there is “undue
delay in the formation or arrival of the prevailing

rhythm." During AF, ventricular escape impulses oc-

cur when the ventricular response is slower than the

inherent rate of subsidiary ventricular pacemakers.

Therefore, wide QRS complexes due to ventricular

escape impulses occur after long pauses rather than

after short pauses.

The presence of AF does not preclude the emerg-

ence of ventricular premature impulses (VPI). From
the electrophysiological standpoint, VPI are most fre-

quently due to the existence of microreentrant circuits

in the ventricular musculature. The abnormal prop-

agation of the ventricular electrical impulses results

in abnormally wide QRS complexes which may have

either uniform or multiform configurations. When

NAVY MEDICINE
BOARD-CERTIFIED PHYSICIANS

SENIOR RESIDENTS

The Navy is currently offering employment

opportunities in the following specialties:

General surgery

Psychiatry

Anesthesiology

Orthopaedics

Pathology

Radiology

Come join our team of professionals. Let’s discuss

your future in medicine. Varied locations available

throughout the United States.

Call: (504) 948-5542 (collect if necessary)

BE THE DOCTOR YOU WANT TO BE.

IN THE NAVY.

uniform in appearance, VPIs are coupled to the pre-

ceding QRS complexes with a fixed interval.

Further analysis of the tracing yields valuable in-

formation useful in arriving at the ECG diagnosis.

First, wide QRS complexes are uniform in appear-

ance. Second, no delta wave is present. Third, wide

QRS complexes are inscribed close to the narrow QRS
complexes and have a fixed coupling interval. These

findings provide the correct identification of the wide

QRS complexes: uniform VPIs in bigeminy; not

friends, but potential foes.

One final point. The interval between the wide

QRS and the narrow QRS is long (approximately 1.08

sec) and "fixed." This finding suggests that AF is

associated with either advanced AV block or perhaps

complete AV block with idiojunctional rhythm. In the

presence of either type of AV block, the so-called "rule

of bigeminy" may be responsible for the constant ven-

tricular bigeminal rhythm recorded in the tracing. In

such cases, acceleration of the ventricular rate will

abolish bigeminal rhythm without having to resort to

antiarrhythmic therapy.

SELECTED REFERENCES
1. Gouaux JL, Ashman R: Auricular fibrillation with aberration simulating

ventricular paroxysmal tachycardia. Am Heart / 1947;34:366-373.

2. Fisch C: Aberration: Seventy five years after Sir Thomas Lewis. Br Heart

] 1983;50:297-302.

3. Olshansky B, Waldo AL: Atrial fibrillation: Update on mechanism, di-

agnosis, and management. Mod Cone Cardiovasc Dis 1987;56:23-27.

Dr. Martinez-Lopez is a specialist in cardiovascular diseases affiliated

with the Cardiology Service, Department of Medicine at William

Beaumont Army Medical Center in El Paso, Texas.

The opinions and assertions contained herein are the private views of the

author and not to be construed as official or as reflecting the views of

the Department of Army or Department of Defense.
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OTOLARYNGOLOGY/
HEAD & NECK SURGERY REPORT

AURAL CHOLESTEATOMA:
HISTOLOGY AND PATHOGENESIS

RICHARD SCHULTZ, MD; PAUL A. BLAIR, MD

Aural cholesteatoma is an insidious disease process

which is understandably an enigma to the general

practitioner. Provided is a brief description of the

histology and pathogenesis of this disease. This

should help to bring greater insight to bear during

routine otoscopy.

Cholesteatoma is one of the otolaryngologic sur-

geons' most challenging problems. In clinical

practice the first step in management of this danger-

ous form of chronic ear disease is to identify this from

other more benign entities. It is also important that

these benign forms, chronic supperative otitis media

and atelectatic ear disease, have been shown to de-

velop into cholesteatoma. The term “cholesteatoma”

is actually a misnomer. A more accurate word is ker-

atoma. As in the otologic literature, these terms will

be used interchangeably in this paper.

When desquamating squamous epithelium de-

velops in the middle ear and begins to destroy bone,

a keratoma is said to exist. Classically cholesteatoma

is classified as either being primary, secondary or con-

genital .

1 The primary acquired keratoma is usually

associated with invaginations of the pars flaccida por-

tion of the tympanic membrane into the attic and

antrum of the middle ear. There should not be any

evidence of middle ear inflammation in this category.

A secondary acquired keratoma is defined as a pars

tensa perforation with a presence or history of otitis

media. Finally a congenital aural keratoma is said to

exist only when the tympanic membrane is intact and

JOURNAL VOL 139 DECEMBER 7



there is no history of infection.

Put simply a cholesteatoma occurs when skin

forms in the middle ear .

2 The histologic components
consist of keratin debris produced by squamous ep-

ithelium which rests on a fibrous stroma. Together

the squamous epithelium and fibrous stroma are re-

ferred to as the “matrix." Sometimes this matrix will

exist as a complete sack which protrudes into the

middle ear with its open end at the external canal.

Alternatively, the matrix may be fragmented and ex-

hibit a free edge inside the middle ear .

2 Debate rages

as to whether this free epithelial edge exists secondary

to squamous epithelial migration or whether meta-

plasia of the middle ear mucosa takes place in re-

sponse to chronic inflammation .

3 Regardless of con-

figuration or mode of squamus epithelial invasion,

the disease is progressively enlarging and causes bone
resorption.

Invaginations of the tympanic membrane, which
accumulate epithelial debris, are said to enlarge by
cystic expansion .

2 The matrix sack will follow epithe-

lial lined routes into the middle ear. Sometimes ker-

atomas can develop a squamous epithelial edge. This

usually occurs secondary to a perforation of the tym-

panic membrane. When keratomas develop a discon-

tinuity in the matrix, they enlarge by a second mech-
anism, that of epithelial migration.

This form of expansion, by migrating of an edge,

is particularly devastating clinically and difficult to

manage surgically. As the epithelial edge migrates

along paths of least resistance, it can burrow beneath

middle ear mucosa and invade vascular channels of

ossicles. If not totally removed at surgery, the disease

will reestablish itself in the middle ear.

The morbidity of cholesteatoma is dependent on
its ability to destroy bone. There are two phases of

bone resorption by cholesteatoma: pyogenic osteitis

and enzymatic bone resorption. Together they pro-

duce resorption of calcium and collagen matrix deg-

radation respectively .

4

Cortical bone can become infected with a myriad

of organisms. Most commonly temporal osteitis is

caused by streptococci, staphylococci, and pseudo-

monas organisms. Other offending organisms include

diphtheroid and colon bacilli as well as bacillus, pro-

teus, and aspirgillus molds. Skin and epithelial debris

in the middle ear cavity provide an excellent medium
for bacterial growth. The infection produces a low

oxygen tension and acidotic environment which con-

tributes to mineral resorption from bone.

To complete the resorption process, the collagen

lattice must be broken down. Recent evidence has

shown the existence of collagenase enzymes in epi-

thelial layers of the keratoma .

56 Collagen is thereby

degraded into smaller fragments which are phago-

cytized and further degraded intracellularly .

7 Notable

is the recent observation that inflammatory cells re-

lease prostaglandin E2 and osteoclast activating fac-

tors which accelerate the resorption process .

5 8

The process of bone destruction with cholestea-

toma produces multiple sequale. Hearing loss can oc-

cur by ossicular destruction. Vertigo can result from

erosion into the horizontal semi-circular canal. Infec-

tious complications, such as labyrinthitis, meningitis,

extradural or even subdural abscesses are not uncom-
mon. Facial nerve paralysis can occur from either

compression or inflammation along its course through

the temporal bone. Less commonly sigmoid sinus

thrombophlebitis and subperiosteal abscesses are as-

sociated with aural keratoma.

Early diagnosis is the key to successful manage-

ment of this disease. Conductive deafness out of pro-

portion to that of middle ear effusion which persists

after tympanostomy may indicate a cholesteatoma. A
white mass behind the TM or a deep retraction pocket

also need careful evaluation with an operating micro-

scope by an experienced observer. Computed tomog-

raphy scan of the temporal bone will sometimes aid

in diagnosis of cholesteatoma but mastoid x-rays are

rarely helpful. Occasionally the diagnosis cannot be

made until the middle ear is exposed.

Once the diagnosis of cholesteatoma has been

made, the middle ear must be cleaned out surgically.

If infection is present, however, the patient should

first receive appropriate systemic antibiotics until

drainage is minimized. Surgical approaches vary with

the external and type of keratoma present. Debate

exists regarding radical versus conservative surgical

approaches, but regardless of the chosen procedure,

the goal is always total removal of the cholesteatoma

matrix. This sometimes necessitates removal of ossi-

cles and healthy cortical bone as any residual epithe-

lium in the middle ear can result in reappearance of

the full blown disease. Often times a second look

operation is staged six to eight months later to eval-

uate for recurrence.
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WHO DOES MEDICARE CALL WHEN
THEY HAVE A PROBLEM?

MEDICAL SYSTEMS PLUS, INC.
1919 Veteran’s Memorial Blvd.
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Kenner, LA 70062

(504) 469-9977
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Physicians Recognition Award
Twelve physicians from the state of Louisiana were awarded the Physicians Recognition Award [PRA] during

September, 1 987. This award is presented by the American Medical Association to physicians who have voluntari-

ly completed 150 hours of continuing medical education during a consecutive three-year time period. Of these

150 hours, at least 60 must be in AMA/PRA Category 1. These twelve individuals and the cities in which they

reside are presented below.*

Baton Rouge

Irvin Joseph Sherman Jr., MD
Ali Zarbalian, MD

Lafayette

James Calhoun Odom, MD
Debra Lynn R. Zimmerman, MD
Richard Wayne Zimmerman, MD

New Orleans

Clayton Byron Edisen, MD
Mary Frances Gardner, MD
Harry B. Greenberg, MD

Shreveport

Donald Le Roy Hall, MD
William Marcus Spurlock, MD

Slidell

Robert Joseph Muller, MD

Westlake

William Patrick Jennings, MD

* All of these individuals are members of the Louisiana State Medical Society

What will you tell

her about screening
mammography?

Many of your patients will hear about

screening mammography through a pro-

gram launched by the American Cancer
Society and the American College of Radi-

ology, and they may come to you with

questions. What will you tell them?
We hope you’ll encourage them to

have a screening mammogram, because
that, along with your regular breast exam-
inations and their monthly self examina-
tions, offers the best chance of early detec-

tion of breast cancer, a disease which will

strike one woman in 10.

If you have questions about breast

cancer detection for asymptomatic
women, please contact us.

,0r6eni"9 Mammon
Guidelines

Women with No Symptoms

Age:

35-39 Baseline

40-49 Every 1-2 years

50 & up Every year

AMERICAN
CANCER

f SOCIETY

Professional Education Dept
National Headquarters
90 Park Avenue
New York, New York 10016

American
College of

Radiology

1891 Preston White Drive

Reston, Virginia 22091

(703) 648-8900



Sancy H. McCool, LSMSA President

SUPPORT GROUPS ORGANIZED BY
SPOUSES OF RESIDENT PHYSICIANS

AND MEDICAL STUDENTS

JOAN RIGBY, SUE KAMM

Our Louisiana State Medical Auxiliary President,

Mrs. E. Edward McCool, appointed two mem-
bers to serve as liaison to resident physician (RP) and
medical student spouses (MSS) in our medical schools

and teaching hospitals. The liaison appointed for north

Louisiana is Mrs. Richard C. Kamm, and I am the

liaison for south Louisiana. We are presently in the

process of contacting spouses, along with parish aux-

iliary presidents and their appointed RP/MSS board

members.

Contemporary medical student/resident physi-

cian marriages have all of the well-remembered
stresses of exhausting schedules, little family time,

financial worries, and the feelings of frustration and
anxiety in the learning situation. Today we find more
to career marriages than ever before, which adds even
more challenge to establishing a stable marriage. Many
times these couples are in a new city, away from
friends and family.

Some medical schools and teaching hospitals have

organized groups for the spouses of these aspiring

professionals. These groups provide support, a place

to meet new friends, to share problems and ideas,

and the means to be introduced into the local com-

munity. However, some of our resident and intern

spouses do not have an established group with which

they can align. Our task is to assist and support these

spouses in their efforts to organize new or revitalize

inactive groups. A questionnaire for intern/resident

spouses was distributed requesting suggestions and

other information for desired activities, programs, and

comments in general. The response is very accurately

reflected in our perception of their concerns.

Some examples are:

"Since the residency program is very difficult

for the husband and wife, I feel it would be nice

to have a support group and let it be known that

others experience the same doubts and feelings."

"I am away from my country and my hus-

band is a doctor, and his tough life has made it

very difficult for me."
"... gives wonderful opportunity for wives

to meet."

Suggestions for activities and programs include

how to manage a career when your spouse is a phy-

sician, marriage enrichment, volunteer activities, so-

cial gatherings, and activities for mothers and children ^

JOURNAL VOL 139 DECEMBER 11



physician phone directory

Louisiana State Medical Society

(504 )561-1033

(800 )462-9508

LSMS Office of Governmental Affairs

(504 )383-8500

(800 )624-1247

LSMS Medicolegal Hotline

(504 )581-3234

American Medical Association

(312 )645-5000

LAMMICO
(504 )831-3709

(800 )452-2120

Adams & Reese

LSMS Legal Counsel

(504 )581-3234

Southern Medical Association

(800 )
433-1675

Louisiana State Board

of Medical Examiners

(504 )524-6763

Blue Cross/Blue Shield of LA
Provider Inquiry Center

(504 )922-1955

Medicare Provider Relations

(504 )379-8400

Medicaid Provider Relations

(504 )421-3860

Intrav

(800 )325-0624

who have no baby sitters, which is always a problem.

We are requesting assistance from established

physicians and their spouses throughout the state to

help form new groups for those spouses who do not,

as yet, have an organized group. You can be of help

with your support, your willingness to sponsor these

families, and even in providing a location to meet.

Most of us who have passed through this unique and

exciting time in medical training remember especially

well those who extended to us hospitality, encour-

agement, and assistance when needed. This is a tra-

dition in medicine worth continuing and one that

makes our "family of medicine" very special.

If you would like to help in this effort, contact:

Sue Kamm (318) 742-3371

Sue's husband (Richard) is a pathologist in

Shreveport

or

Joan Rigby (504) 834-2668

Joan's husband (Perry) is chancellor of

LSU Medical Center
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Prevent recurrences
month after month*

ZOVIRAX
(acyclovir)

CAPSULES
BriefSummary

INDICATIONS AND USAGE: Zovirax Capsules
are indicated for the treatment of initial episodes

and the management of recurrent episodes of

genital herpes in certain patients.

The severity of disease is variable depending
upon the immune status of the patient, the fre-

quency and duration of episodes, and the degree of

cutaneous or systemic involvement. These factors

should determine patient management, which may
include symptomatic support and counseling only,

or the institution of specific therapy. The physical,

emotional and psycho-social difficulties posed by
herpes infections as well as the degree of debilita-

tion, particularly in immunocompromised patients,

are unique for each patient, and the physician
should determine therapeutic alternatives based on
his or her understanding of the individual patient's

needs. Thus Zovirax Capsules are not appropriate in

treating all genital herpes infections. The following

guidelines may be useful in weighing the benefits

risk considerations in specific disease categories:

First Episodes (primary and nonprimary infec-

tions— commonly known as initial genital herpes):

Double-blind, placebo-controlled studies have
demonstrated that orally administered Zovirax
significantly reduced the duration of acute infection

(detection of virus in lesions by tissue culture) and
lesion healing. The duration of pain and new lesion

formation was decreased in some patient groups.
The promptness of initiation of therapy and/or the
patient’s prior exposure to Herpes simplex virus

may influence the degree of benefit from therapy.
Patients with mild disease may derive less benefit

than those with more severe episodes. In patients
with extremely severe episodes, in which prostra-
tion, central nervous system involvement, urinary
retention or inability to take oral medication
require hospitalization and more aggressive man-
agement, therapy may be best initiated with intra-

venous Zovirax.

Recurrent Episodes:
Double-blind, placebo-controlled studies in

patients with frequent recurrences (6 or more
episodes per year) have shown that Zovirax Capsules
given for 4 to 6 months prevented or reduced the
frequency and/or severity of recurrences in greater
than 95% of patients. Clinical recurrences were
prevented in 40 to 75% of patients. Some patients
experienced increased severity of the first episode
following cessation of therapy; the severity of

subsequent episodes and the effect on the natural
history of the disease are still under study.

The safety and efficacy of orally administered
acyclovir in the suppression of frequent episodes of
genital heimes have been established only for up to

6 months. Chronic suppressive therapy is most
appropriate when, in the judgement of the physi-
cian, the benefits of such a regimen outweigh
known or potential adverse effects. In general,
Zovirax Capsules should not be used for the sup-
pression of recurrent disease in mildly affected
patients. Unanswered questions concerning the
human relevance of in vitro mutagenicity studies
and reproductive toxicity studies in animals given
very high doses of acyclovir for short periods (see

Carcinogenesis, Mutagenesis, Impairment of
Fertility) should be borne in mind when designing
long-term management for individual patients.
Discussion of these issues with patients will provide
them the opportunity to weigh the potential for

toxicity against the severity of their disease. Thus,
this regimen should be considered only for appro-
priate patients and only for six months until the
results of ongoing studies allow a more precise
evaluation of the benefit/risk assessment of pro-
longed therapy.

Limited studies have shown that there are
certain patients for whom intermittent short-term
treatment of recurrent episodes is effective. This
approach may be more appropriate than a sup-
pressive regimen in patients with infrequent
recurrences.

Immunocompromised patients with recurrent

herpes infections can be treated with either inter-

mittent or chronic suppressive therapy. Clinically

significant resistance, although rare, is more likely

to be seen with prolonged or repeated therapy in

severely immunocompromised patients with active

lesions.

CONTRAINDICATIONS: Zovirax Capsules are

contraindicated for patients who develop hypersen-
sitivity or intolerance to the components of the

formulation.

WARNINGS: Zovirax Capsules are intended for

oral ingestion only.

PRECAUTIONS: General: Zovirax has caused
decreased spermatogenesis at high doses in some
animals and mutagenesis in some acute studies at

high concentrations ofdrug (see PRECAUTIONS—
Carcinogenesis, Mutagenesis, Impairment of

Fertility). The recommended dosage and length of

treatment should not be exceeded (see DOSAGE
AND ADMINISTRATION).

Exposure of Herpes simplex isolates to acyclovir

in vitro can lead to the emergence of less sensitive

viruses. The possibility of the appearance of less

sensitive viruses in man must be borne in mind
when treating patients. The relationship between
the in vitro sensitivity of Herpes simplex virus to

acyclovir and clinical response to therapy has yet to

be established.

Because of the possibility that less sensitive

virus may be selected in patients who are receiving

acyclovir, all patients should be advised to take
particular care to avoid potential transmission of

virus if active lesions are present while they are on
therapy. In severely immunocompromised patients,

the physician should be aware that prolonged or

repeated courses of acyclovir may result in selection

of resistant viruses which may not fully respond to

continued acyclovir therapy.

Drug Interactions: Co-administration of probene-
cid with intravenous acyclovir has been shown to

increase the mean half-life and the area under the

concentration-time curve. Urinary excretion and
renal clearance were correspondingly reduced.

Carcinogenesis, Mutagenesis, Impairment of
Fertility: Acyclovir was tested in lifetime bioassays

in rats and mice at single daily doses of 50, 150 and
450 mg/kg given by gavage. There was no statisti-

cally significant difference in the incidence of

tumors between treated and control animals, nor
did acyclovir shorten the latency of tumors. In 2 in

vitro cell transformation assays, used to provide

preliminary assessment of potential oncogenicity in

advance of these more definitive life-time bioassays

in rodents, conflicting results were obtained.

Acyclovir was positive at the highest dose used in

one system and the resulting morphologically
transformed cells formed tumors when inoculated
into immunosuppressed, syngeneic, weanling mice.

Acyclovir was negative in another transformation
system considered less sensitive.

In acute studies, there was an increase, not
statistically significant, in the incidence of chromo-
somal damage at maximum tolerated parenteral

doses of 100 mg/kg acyclovir in rats but not Chinese
hamsters; higher doses of 500 and 1000 mg/kg were
clastogenic in Chinese hamsters. In addition, no
activity was found after 5 days dosing in a dominant
lethal study in mice. In 6 of il microbial and mam-
malian cell assays, no evidence of mutagenicity was
observed. At 3 loci in a Chinese hamster ovary cell

line, the results were inconclusive. In 2 mammalian
cell assays (human lymphocytes and L5178Y mouse
lymphoma cells in vitro), positive responses for

mutagenicity and chromosomal damage occurred,

but only at concentrations at least 400 times the

acyclovir plasma levels achieved in man.
Acyclovir has not been shown to impair fertility

or reproduction in mice (450 mg/kg/day, p.o.) or in

rats (25 mg/kg/day, s.c.). At 50 mg/kg/day s.c. in the
rat, there was a statistically significant increase in

post-implantation loss, but no concomitant decrease
in litter size. In female rabbits treated subcutan-
eously with acyclovir subsequent to mating, there
was a statistically significant decrease in implanta-
tion efficiency but no concomitant decrease in litter

size at a dose of 50 mg/kg/day. No effect upon
implantation efficiency was observed when the
same dose was administered intravenously. In a rat

peri- and postnatal study at 50 mg/kg/day s.c., there
was a statistically significant decrease in the group
mean numbers of corpora lutea, total implantation
sites and live fetuses in the F, generation. Although
not statistically significant, there was also a dose
related decrease in group mean numbers of live

fetuses and implantation sites at 12.5 mg/kg/day
and 25 mg/kg/day, s.c. The intravenous administra-
tion of 100 mg/kg/day, a dose known to cause ob-

structive nephropathy in rabbits, caused a
significant increase in fetal resorptions and a
corresponding decrease in litter size. However, at a

maximum tolerated intravenous dose of 50 mg/kg/
day in rabbits, there were no drug-related reproduc-
tive effects.

Intraperitoneal doses of320 or 80 mg/kg/day
acyclovir given to rats for 1 and 6 months, respec-

tively, caused testicular atrophy. Testicular atrophy
was persistent through the 4-week postdose recovery
phase after 320 mg/kg/day; some evidence of recov-

ery ofsperm production was evident 30 days post-

dose. Intravenous doses of 100 and 200 mg/kg/day
acyclovir given to dogs for 31 days caused asperma-
togenesis. Testicles were normal in dogs given
50 mg/kg/day, i.v. for one month.

Pregnancy: Teratogenic Effects: Pregnancy
Category C. Acyclovir was not teratogenic in the
mouse (450 mg/kg/day, p.o.), rat (50 mg/kg/day, s.c.)

or rabbit (50 mg/kg/day, s.c. and i.v.). There are no
adequate and well-controlled studies in pregnant
women. Acyclovir should not be used during preg-
nancy unless the potential benefit justifies the
potential risk to the fetus. Although acyclovir was
not teratogenic in animal studies, the drug’s poten-
tial for causing chromosome breaks at high concen-
tration should be taken into consideration in

making this determination.

Nursing Mothers: It is not known whether this

drug is excreted in human milk. Because many
drugs are excreted in human milk, caution should
be exercised when Zovirax is administered to a
nursing woman. In nursing mothers, consideration
should be given to not using acyclovir treatment or

discontinuing breastfeeding.

Pediatric Use: Safety and effectiveness in children
have not been established.

ADVERSE REACTIONS-Short-Term Admin-
istration: The most frequent adverse reactions

reported during clinical trials were nausea andor
vomiting in 8 of 298 patient treatments (2.7%) and
headache in 2 of 298 (0.6%). Less frequent adverse
reactions, each of which occurred in 1 of 298 patient
treatments (0.3%), included diarrhea, dizziness,

anorexia, fatigue, edema, skin rash, leg pain,

inguinal adenopathy, medication taste and sore

throat.

Long-Term Administration: The most frequent
adverse reactions reported in studies of daily

therapy for 3 to 6 months were headache in 33 of

251 patients (13.1%). diarrhea in 22 of 251 (8.8%),

nausea andor vomiting in 20 of 251 (8.0%), vertigo

in 9 of 251 (3.6%), and arthralgia in 9 of 251 (3.6%).

Less frequent adverse reactions, each ofwhich
occurred in less than 3% of the 251 patients (see

number of patients in parentheses), included skin
rash (7), insomnia (4), fatigue (7), fever (4), palpita-

tions (1), sore throat (2), superficial thrombophlebi-
tis (1), muscle cramps (2), pars planitis (1),

menstrual abnormality (4), acne (3), lymphadenopa-
thy (2), irritability (1), accelerated hair loss (1), and
depression (1).

DOSAGE AND ADMINISTRATION: Treat-
ment of initial genital herpes: One 200 mg
capsule every 4 hours, while awake, for a total of

5 capsules daily for 10 days (total 50 capsules).

Chronic suppressive therapy for recurrent
disease: One 200 mg capsule 3 times daily for up
to 6 months. Some patients may require more drug,

up to one 200 mg capsule 5 times daily for up to

6 months.
Intermittent Therapy: One 200 mg capsule

every 4 hours, while awake, for a total of 5 capsules

daily for 5 days (total 25 capsules). Therapy should
be initiated at the earliest sign or symptom (pro-

drome) of recurrence.

Patients With Acute or Chronic Renal
Impairment: One 200 mg capsule every 12 hours is

recommended for patients with creatinine clearance
<10 ml min 1.73 m 2

.

HOW SUPPLIED: Zovirax Capsules (blue, opaque)
containing 200 mg acyclovir and printed with
“Wellcome ZOVIRAX 200” - Bottles of 100
(NDC-0081-0991-55) and unit dose pack of 100
(NDC-0081-0991-56).

Store at 15°-30°C (59°-86°F) and protect from light.

*In controlled studies, recurrences were totally

prevented for 4 to 6 months in up to 75% of patients.

Burroughs Wellcome Co., Research Triangle Park. North Carolina 27709

IMPROVING LIVES THROUGH
ANTIVIRAL RESEARCH

BURROUGHS WELLCOME CO

Copr. © 1986 Burroughs Wellcome Co. All rights reserved. 86-ZOV-5



THE MANAGEMENT OF HIGH-GRADE
SOFT TISSUE SARCOMA
OF THE EXTREMITIES

JOHN S. BOLTON, MD; GORDON B. McFARLAND JR, MD;

ARCHIE W. BROWN JR, MD

1tmmimammsmsmmmmmm»nBBHHI
, V* \

CAVFWtit

radioactive
„ MATERIALS ^

22 JOURNAL VOL 139 DECEMBER



High grade soft tissue sarcomas of the extremity

present a formidable clinical challenge. We review

our recent experience with 16 patients,

emphasizing the need for multidisciplinary input

into treatment planning. Limb preservation is

often possible but usually requires the application

of more than one treatment modality. While

patients with recurrent tumors and locally

advanced tumors (Stage IV A) often required

amputation, no patient who presented with a

functionally intact extremity required amputation.

Our approach to the application of adjuvant

radiation therapy and chemotherapy is discussed.

The treatment of high grade soft tissue sarcoma

of the extremities has changed dramatically in the

past decade, with increasing emphasis on multidis-

ciplinary treatment approaches and limb preserva-

tion. Whereas prior reports indicated a greater than

50% amputation rate for these lesions, recent reports,

including a large series from the University of Cali-

fornia in Los Angeles (UCLA), 1 documented a greater

than 90% limb salvage rate with a more conservative

surgical approach combined with adjuvant radiation

therapy and chemotherapy. The optimal multidisci-

plinary program has not yet been defined, however,

and different groups advocate preoperative radiation

therapy, 23 interstitial radiation therapy, 4 postopera-

tive radiation therapy, 5 or preoperative intra-arterial

chemotherapy combined with preoperative radiation

therapy. 6 In addition, while the effectiveness of post-

operative adjuvant systemic chemotherapy has been
strongly suggested by one study, 7 other studies have
shown no survival benefit for patients treated with

postoperative adjuvant chemotherapy. 810

In view of these changing trends in the manage-
ment of high grade extremity soft tissue sarcomas,

we reviewed our management in the recent past (1982

through 1984) to evaluate our efforts at multidiscipli-

nary care and the limitations of limb-conserving treat-

ment in our hands. Table 1 summarizes our experi-

ence with sarcomas of all types in the period from
1982 through 1984. For the purposes of this report,

however, we focused on the 16 patients with either

primary or recurrent high grade extremity soft tissue

sarcomas. This group of lesions presents the greatest

threat to life and limb and therefore the greatest chal-

lenge to our clinical skills.

All patients underwent initial incisional biopsy

to confirm the diagnosis. No attempt was made to

excise the lesion. Meticulous attention was paid to

biopsy technique. Biopsy incisions were longitudi-

nally oriented, placed directly over the palpable le-

sion, and of minimal length. Careful hemostasis was
obtained prior to closure. All tumors were graded by

the pathologist as either Grade 2 (two patients) or

Grade 3 (14 patients). The histologic distribution of

the lesions is given in Table 2. All patients underwent
preoperative staging including a computed tomog-

raphy (CT) scan of the lungs, and a CT scan (or more
recently, magnetic resonance imaging) of the primary

tumor to define its anatomical relationships within

the extremity (Figs 1,2) Multi-disciplinary planning,

carried out preoperatively, was performed by the sur-

geon, pathologist, medical oncologist, and radiation

oncologist. Frequently, other specialists were in-

volved as well (Table 3).

Limb-sparing resection technique varied accord-

ing to the location and size of the tumor. For intra-

compartmental lesions, compartment resections were

preferred. For extracompartmental tumors, wide re-

section was carried out, attempting to maintain a min-

imum 2cm margin around the tumor (Fig 3). In these

cases, preoperative or postoperative adjuvant therapy

was always given.

Table 4 shows our results in regard to limb sal-

vage. Tumors presenting in the thigh were best suited

to limb salvage (3/3). Limb salvage rates are clearly

better for primary than for recurrent tumors (6/9 ver-

sus 1/5). The size of the tumor has some bearing on

the feasibility of limb preservation, but tumor location

and anatomical relationships are more important. In-

tracompartmental lesions lend themselves well to limb

preservation (2/2). Patients with Stage IV A tumors

(involvement of the neurovascular bundle or bone)

are not good candidates for limb preservation.

Our overall rate of limb preservation for primary

tumors was 66%, somewhat lower than that of other

reported series. However, the three primary tumors

requiring amputation in this series deserve special

comment. One patient, with an epithelioid sarcoma

of the forearm, was diagnosed as having a scar con-

tracture related to a prior industrial accident and

underwent two surgical explorations of the forearm

elsewhere for “release of scar contracture." The di-

agnosis of epithelioid sarcoma was confirmed at our

institution; and, at this point, the patient had massive
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Fig 1. Longitudinal MRI image of high grade extra-

compartmental liposarcoma of left thigh.

contamination of the forearm with tumor and a non-

functional hand. The other two patients requiring am-
putation presented with neurofibrosarcomas involv-

ing the proximal nerve bundle (Stage IV A), with loss

of function of the extremity. In summary, no patient

with a primary tumor who presented with a func-

tionally intact extremity required an amputation.

In most respects, the grade, size, location, and

anatomical relationships of these tumors will deter-

mine the feasibility of limb preservation. Histology is

of minimal importance. However, the neurofibrosar-

comas deserve special mention. Three of the four neu-

rofibrosarcomas in this series involved proximal major

nerves. Two of these patients had primary amputa-

tions. In the third patient, with partial involvement

of the brachial plexus, limb salvage was attempted

and failed. This represents the only local failure in

the limb salvage group (1 of 7).

Local tumor control was predicated upon ade-

quate surgical margins. Considering both the am-
putation and limb preservation group, all three pa-

tients with a “dose" or a positive margin (in two
cases, the proximal margin was microscopically in-

volved despite girdle amputation) had local recur-

rence while none of 11 patients with negative margins

Fig 2. Transverse MRI image of high grade extra-

compartmental liposarcoma of left thigh.

Fig 3. Resection specimen of case illustrated in Fig

1, depicting the surgical margins.

suffered a local recurrence. A total of 75% of the pa-

tients in our series received adjuvant radiation ther-

apy (in two cases preoperatively, in the others post-

operatively). In addition, 75% of the patients in this

series received postoperative adjuvant chemother-

apy. We observed only one serious complication from

adjuvant therapy. This occurred in a 70-year-old

woman who had a 15cm mesenchymoma of the right

posterior thigh when first seen. She received preop-

erative right femoral artery infusion of Adriamycin®
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TABLE 1

BONE AND SOFT TISSUE SARCOMAS
OCHSNER EXPERIENCE 1982-1984

Bone Sarcomas

Truncal, head and neck 3

Extremity/girdle, low grade 4

Extremity/girdle, high grade 12

Soft Tissue Sarcomas

Truncal, head and neck 6

Extremity, low grade 4

Extremity, recurrent, high grade 6

Extremity, primary, high grade J_0

TOTAL 45

TABLE 3

HIGH GRADE EXTREMITY SOFT TISSUE SARCOMA
MULTIDISCPUNARY APPROACH

Surgeon

Pathologist

Medical Oncologist

Radiation Oncologist

Rehabilitation Medicine

Interventional Radiologist

Plastic Surgeon

combined with 3,000 rads of preoperative radiation

therapy to the tumor and adjacent thigh. She devel-

oped extensive necrosis of the surgical flaps postop-

eratively, requiring three months of local wound care

and two skin grafting procedures.

Recommendations for local adjuvant and sys-

temic adjuvant therapy are as yet not standardized.

Based on the randomized prospective study of ad-

juvant chemotherapy conducted at the National Can-
cer Institute, we believe that most patients should

receive adjuvant chemotherapy, including Adriamy-
cin® and Cytoxan®, for high grade lesions unless co-

existing medical problems preclude such therapy.

While most patients will require radiation therapy as

a local adjuvant after surgical resection, some degree
of functional impairment will often ensue from the

radiation therapy. Therefore, for intracompartmental

lesions in the adductor or hamstrings compartment
of the thigh, our preference is for radical compartment

TABLE 2

HIGH GRADE EXTREMITY SOFT TISSUE SARCOMA
HISTOLOGY

Neurofibrosarcoma 4

Malignant Fibrous Histiocytoma 3

Epithelioid Sarcoma 2

Synovial Sarcoma 2

Leiomyosarcoma 1

Rhabdomyosarcoma 1

Mesenchymoma 1

Miscellaneous 2

TOTAL 16

TABLE 4

LIMB PRESERVATION AS A FUNCTION OF STATUS OF
TUMOR

Number of Limb Preservations/

Number of Cases

‘ALL TUMORS
Thigh 3/3

All others 4/11

Primary 6/9

Recurrent 1/5

‘PRIMARY TUMOR ONLY
Size < 10cm 3/4

Size > 10cm 3/5

Intracompartmental 2/2

Extracompartmental 4/7

Stage IV A 1/4

All others 5/5

‘One patient with a primary tumor and one patient with a re-

current tumor presented with extensive lung metastases and did

not have definitive local treatment. They are excluded.

resection without radiation therapy provided that wide

surgical margins are obtained. Finally, although the

UCLA regimen of preoperative intra-arerial Adria-

mycin® plus preoperative radiation therapy was em-
ployed in two patients in this series, we believe this

should be reserved for the large, marginally resectable

primary lesion or locally recurrent lesions (ie, in le-

sions where an option for limb preservation exists but

in which maximal local adjuvant therapy is necessary

in order to exercise this option). In our assessment,
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the high incidence of serious wound complications

and postoperative functional impairment with this

regimen precludes its routine use for all extremity

lesions.

CONCLUSION
Limb conservation is feasible in many, but not all,

patients with high grade extremity sarcomas. Recur-

rent tumors and Stage IV A tumors are often not

amenable to limb preservation. Careful consideration

should be given to the overall management plan be-

fore the biopsy incision is made, and multidiscplinary

consultation should be obtained after tumor staging

but before surgical resection. Complete en bloc surgical

resection with negative margins is a prerequisite to a

successful outcome. The post-treatment extremity

must be functional and pain free. Multi-disciplinary

input is essential but the timing and type of adjuvant

therapy must be weighed on a case by case basis.

REFERENCES
1 . Eilber FR, Mirra JJ, Grant TT, et al: Is amputation necessary for sarcomas?

A seven year experience. Ann Surg 1980;192:431-437.

2. Enneking WF, McAuliffe JA: Adjunctive preoperative radiation therapy

and treatment of soft tissue sarcomas: A preliminary report. Cancer Treat-

ment Symposium 1985;3:37-42.

3. Suit HD, Mankin HJ, Wood WC, et al: Radiation and surgery in the

treatment of primary sarcoma of soft tissue: Preoperative, intraoperative

and postoperative. Cancer 1985;55:2659-2667.

4. Shiu MH, Turnbull AD, Nori D, et al: Control of locally advanced ex-

tremity soft tissue sarcomas by function saving resection and brachy-

therapy. Cancer 1984;53:1385-1392.

5. Rosenberg SA, Tepper J, Glatstein E, et al: The treatment of soft tissue

sarcomas of the extremities. Ann Surg 1982;196:305-315.

6. Eilber FR, Guiliano AE, Huth J, et al: Limb salvage for high grade soft

tissue sarcomas of the extremities: Experience at the University of Cal-

ifornia Los Angeles. Cancer Treatment Symposium 1985;3:49-58.

7. Rosenberg SA, Chang AE, Glatstein E: Adjuvant chemotherapy for treat-

ment of extremity soft tissue sarcomas: Review of National Cancer In-

stitute experience. Cancer Treatment Symposium 1985;3:83-88.

8. Bramwell VH, Rousse J, Santoro A: European experience of adjuvant

chemotherapy for soft tissue sarcoma: Preliminary report of randomized
trial of cyclophosphamide, vincristine, doxorubicin, and dacarbazin. Cancer

Treatment Symposium 1985;3:99-108.

9. Antman K, Amato D, Lemer H: Adjuvant doxorubicin for sarcoma: Data

from the Eastern Cooperative Oncology Group and Dana-Farber Cancer

Institute/Massachusetts General Hospital Studies. Cancer Treatment Sym-

posium 1985;3:109-116.

10.

Lindberg RD, Murphy WK, Benjamin RS, et al: Management of Primary

Bone and Soft Tissue Tumors. Chicago, Yearbook Medical Publishers, 1976,

pp 343-352.

Dr. Bolton is from the Dept of Surgery, Dr. McFarland is from the

Dept of Orthopedic Surgery, and Dr. Brown is from the Dept of

Internal Medicine, Section on Hematology/Oncology , at Ochsner Clinic

and Alton Ochsner Medical Foundation in New Orleans.

Reprint requests should be sent to Dr. John S. Bolton, Ochsner Clinic,

1514 Jefferson Highway, New Orleans, LA 70121.

26 JOURNAL VOL 139 DECEMBER



ONE-DAY MANAGEMENT OF
VULVOVAGINAL CANDIDIASIS

NEIL WOLFSON, MD, FACOG; BERNARD SAMUELS, MD, FACOG;
CARLTON HODGSON, MD, PhD; KEVIN GRAVES, BS

Vulvovaginal candidiasis has been successfully

managed with clotrimazole, an imidazole anti-

microbial agent with a broad fungicidal spectrum. 1 - 2

Both three-day and seven-day regimens of this treat-

ment are used. 3 Successful treatment, however, can

be contingent upon completion of the full course of

therapy. 4 With this in mind, a one-day therapeutic

regimen was developed. This study was conducted

to compare the efficacy and safety of clotrimazole given

in a single 500mg tablet dose with three-day clotri-

mazole therapy.

PROCEDURE
Thirty-nine patients, all presenting with clinically and
mycologically confirmed cases of moderate to severe

vulvovaginal candidiasis, were considered for this

study. The design was a double-blind, parallel group
study with the two treatment formulations assigned

to patients at random. The patients studied were
women, 18 years or older, and could be of any race.

Patients pregnant beyond the first trimester were in-

cluded. Those using contraceptive foams, jellies, or

creams were excluded as well as patients given tet-

racycline, erythromycin, or antifungal therapy within

a week prior to the study.

Written informed consent was obtained from all

patients entered into the study. Patients were then

randomly assigned to one of two treatment groups.

Group A were initially given one 500mg clotrimazole

vaginal tablet and two lOOmg placebo tables daily for

the next two days. Group B were given one 500mg
placebo tablet and two lOOmg clotrimazole initially.

This was then followed with continued therapy of two

lOOmg active tablets per day for two more days.

At the initial visit, patients were examined and

clinical observations recorded. Vaginal candidiasis was

mycologically confirmed using microscopic exami-

nation by potassium hydroxide (KOH) of the vaginal

secretion and a culture plated on Myocosel agar (BBL).

Identification of budding cells and/or pseudohyphae

of Candida species by KOH, as well as isolation of

Candida albicans in culture, was considered mycologic

verification of vulvovaginal candidiasis.

After the diagnosis was mycologically confirmed,

three tablets were inserted high in the vaginal vault.

Each patient was then given a package of vaginal

tablets and instructed how and when to insert them

on the next two days. A follow-up visit was scheduled
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TABLE 1

OVERALL EVALUATION BY TREATMENT GROUP

Clotrima-

zole

500mg for

one day

Clotrima-

zole

200mg for

three days p-value

Treatment Evaluation

Success 10 16

Failure 8 2

TOTAL PATIENTS 18 18 0.06

five to 10 days after treatment. At this time, patients

were once again examined for signs and symptoms,

and vaginal specimens obtained for mycological test-

ing. Those patients presenting with positive cultures

or smears, or both, were judged treatment failures.

The remaining patients were asked to return for a

final clinical evaluation scheduled three weeks later.

Treatment success or failure was determined at

the final examination on the basis of the presence or

absence of clinical signs, symptoms, microscopic KOH,
and culture results. The absence of clinical signs and

symptoms of vulvovaginitis in conjunction with neg-

ative mycologic findings constituted successful treat-

ment. The persistence of any of the preceeding was
considered treatment failure.

STATISTICAL ANALYSIS

Analysis of demographic and clinical variables prior

to treatment involved the use of Fisher's Exact test

for categorical data, and the Student's t-test for con-

tinuous data. A non-parametric analysis, the Wil-

coxon Rank test, was used on the average scores for

pretreatment comparability of signs and symptoms.

The two groups were compared for efficacy by the

Fisher's Exact test. All statistical test were performed

using a one-tailed alternative hypothesis with signif-

icance level = 0.05.

RESULTS

Of the 39 patients enrolled in this study, three were

excluded from evaluation of efficacy because of con-

comitant Trichomonas infection and use of foam con-

traceptive. The efficacy of a single 500mg vaginal tab-

let of clotrimazole, compared with a three-day regimen

of two lOOmg clotrimazole tablets per day was eval-

TABLE 2

FINAL KOH* AND CULTURE EVALUATION BY TREATMENT
GROUP

Clotrima-

zole

500mg for

one day

Clotrima-

zole

200mg for

three days p-value

Classification

KOH
Negative 14 18

Candida 4 0

pseudohyphae

Other organisms 0 0

TOTAL PATIENTS 18 18 0.10

CULTURE
Negative 11 16

Positive 7 2

TOTAL PATIENTS 18 18 0.12

* potassium hydroxide

uated in the remaining 36 patients. All demographic

and medical characteristics of the two groups were

comparable. There was no significant difference found

between the two groups in regard to pretreatment

severity of the signs and symptoms of vulvovaginal

candidiasis.

One-day treatment with 500mg clotrimazole was

seen to be successful in 10 (56%) of 18 patients, as

compared to 16 (89%) successes in the 18 patients

given the three-day treatment. These results showed

no significant difference between the two groups (Ta-

ble 1).

Of the eight patients given one-day active treat-

ment who were classed overall as treatment failures,

four had been successful responses at the second visit,

that is, free of significant symptoms and negative KOH
and culture. One of two patients given three days

active drugs who were listed as treatment failures was

also negative for symptoms and mycologic testing on

the second visit. The recurrence of symptoms, posi-

tive KOH, or positive cultures with an apparent suc-

cess in treatment can be attributed to a number of

causes. Among these are reinfection from the gas-

trointestinal reservoir, or possibly even from a sexual

partner. 5 - 6 Study drug failure, however, cannot be

ruled out.

The results of mycologic evaluation are summed
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TABLE 3

COMBINED KOH* AND CULTURE EVALUATION BY
TREATMENT GROUP

Clotrima-

zole

500mg for

one day

Clotrima-

zole

200mg for

three days p-value

Classification

Both Negative 11 16

One or Both Positive 7 2

TOTAL PATIENTS 18 18 0.12

* potassium hydroxide

up in Tables 2 and 3. Both post-treatment smears for

pseudohyphae and cultures were negative in 11 of 18

patients (61%) given the one-day therapy. Both were
negative in 16 of 18 patients (89%) given the three-

day regimen of therapy.

ADVERSE EFFECTS

One patient given active drug for three days had a

severe perianal rash eight days after the initial visit.

This was considered to be related to the study drug.

No other adverse effects were reported in this study.

DISCUSSION

Patient compliance is a major problem encountered
by practicing physicians. When the therapy is of short

duration, compliance is generally improved resulting

in a more successful outcome. 1 Recent therapy for

vulvovaginal candidiasis has consisted of either a

seven-day management with clotrimazole lOOmg tab-

lets, or two lOOmg clotrimazole tablets daily for three

days. However, most patients tend to discontinue

therapy once the symptoms of burning and itching

disappear. With hopes of improving compliance, a

single-dose treatment using clotrimazole 500mg va-

ginal tablet was developed. The results of this study

showed a significant number (61%) of successful treat-

ments with this one-day therapy. It must be empha-
sized that the patients used in this study presented
with moderate to severe episodes of vulvovaginal can-

didiasis. The fact that there was no significant differ-

ence in the success rate of the one-day therapy as

opposed to the three-day therapy, coupled with an

absolute improvement in compliance (in that there is

no self-administered therapy), leaves this one-day

regimen as an appealing alternative to other means
of therapy.

In an effort to gain the perspective of the patients

on this issue, the researchers conducted a poll whereby

50 patients chosen at random were questioned as to

whether they would risk a 50% cure rate in order to

have the one-day treatment as opposed to the three-

day regimen. Of these 50, 49 (98%) chose the one-

day therapy.

CONCLUSION
On the basis of both mycological and clinical criteria,

the results of this study indicate that a treatment reg-

imen of one 500mg clotrimazole vaginal tablet is as

effective and safe as the three-day course of 200mg
clotrimazole per day in the treatment of vulvovaginal

candidiasis.
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POSTRADIATION CHONDROBLASTIC
SARCOMA OF BONE:

CASE REPORT AND REVIEW OF THE LITERATURE

CHRISTOPHER C. SILLIMAN, MD; GEORGE L. LEONARD, MD;

WILLIAM S. LACORTE, MD; CARL M. SUTHERLAND, MD

Chondroblastic sarcoma is a rare complication of

radiotherapy. To date, only 23 cases of

postradiation chondroblastic sarcoma have been
reported. Carcinoma of the breast is the most

common soft tissue malignancy that precedes this

radiation-induced tumor. We present a case report

that illustrates a practical surgical solution to this

uncommon malignancy, as well as a review of the

literature, with special emphasis on proper

diagnosis and prognosis of this postradiation

complication.

I

N the past few years, development of bone and soft

tissue neoplasms following therapeutic radiation

has increased. The first reports of postradiation sar-

coma were by Beck in 1922, 1 who reported three cases

of sarcoma of bone following roentgen ray treatment

of tuberculous bone disease. In 1945, Hatcher 2 de-

scribed the first case of postradiation sarcoma devel-

oping in normal bone in the path of external radiation

after therapeutic radiation for a non-osseous condi-

tion. In recent literature, 3 the most prevalent postra-

diation sarcoma of bone is osteogenic sarcoma. Chon-

droblastic sarcoma (or chondroblastic osteosarcoma)

is a much rarer postradiation neoplasm with, to our

knowledge, 23 reported cases in the literature. Fur-

thermore, breast carcinoma is the most common pri-

mary epithelial cancer followed by radiation-induced

sarcoma (RIS). The following case report is of a woman
with a chondroblastic osteosarcoma following post-

operative radiation for breast carcinoma.

CASE REPORT
A 79-year-old white woman was found to have ad-

enocarcinoma of the left breast in 1967. A left radical

mastectomy was performed, and the patient received
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Fig 1 . Roentgenogram of the patient’s left shoulder

demonstrating a partially calcified mass in-

volving the left clavicle, superolateral por-

tion of the scapula, and acromion without

apparent involvement of the humerous.

postoperative radiation to the left chest wall. Six

months postoperatively, the patient developed lym-

phedema of the left upper extremity with persistent

swelling.

The patient was disease-free until December 1982.

At this time, she had a grossly edematous left upper
extremity with a purple, raised, exquisitely tender

lesion on the distal one third of the left clavicle ex-

tending over a portion of the scapula and over the

acromion and proximal deltoid musculature. The pa-

tient had lost almost total function of the extremity.

A biopsy was performed and reported preliminarily

as osteogenic sarcoma of bone. The patient was re-

ferred to Tulane Medical Center for examination and
therapy.

In May 1983, the patient had a grossly edematous
left upper extremity with an 11 x 8 cm, purple, ex-

quisitely tender lesion extending from the distal one
half of the left clavicle over the superior portion of

the scapula, overriding the acromioclavicular joint,

and extending into the soft tissue both anteriorly and
posteriorly without involving the glenohumeral joint.

Roentography demonstrated a lesion involving the

Fig 2. Computed tomography of the patient’s up-

per extremities and thorax in horizontal sec-

tion, demonstrating the partially calcified

mass involving the lateral half of the clavicle

and a superolateral portion of the scapula.

distal one half of the left clavicle, superolateral portion

of the scapula, and acromion; the humerus appeared

to be uninvolved (Fig 1). Computed tomography con-

firmed these findings (Fig 2). The patient was taken

to surgery on May 14, 1983; however, the patient

developed a pulmonary hemorrhage intraoperatively,

presumably because of a Swan-Ganz catheter, and the

operation was aborted.

The patient recovered without complications, and

a left fore-quarter amputation was performed on May
22, 1984. The amputation was uneventful, but the

problem remained of covering the large defect with

skin not irradiated previously. A full-thickness flap

from the patient's left posterolateral thorax was mo-
bilized and transferred superiorly to cover a majority

of the defect. Skin grafts were used to cover the in-

ferior portion of the defect over the distal ribs.

The left clavicle, scapula, and entire upper ex-

tremity were submitted to pathology. The tumor

grossly involved the lateral half of the clavicle, cora-

coid, and soft tissue overlying the humerus; the sur-

gical margin was free of tumor. Grossly, the tumor

appeared as an area of yellow/pink necrotic lesions

that felt as if it contained areas of bone formation or
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calcifications. Light microscopy demonstrated that the

tumor cells were large and oval, with prominent eos-

inophilic nuclei in variable amounts of eosinophilic

cytoplasm as well as some elongated, spindle-shaped

tumor cells. Focal calcifications were prominent;

chondroid matrix appeared to have been manufac-

tured by the tumor, as well as some osteoid-like ma-
terial; tumor necrosis was extensive. The tumor was
designated as a chondroblastic sarcoma; an alternative

name would be chondroblastic osteosarcoma.

The patient is doing well and is self-sufficient for

the first time in years. She is currently clinically free

of disease 17 months postoperatively.

DISCUSSION

RIS of bone is a well-known, but relatively rare, tu-

mor. 3 Of the total number of patients irradiated for

neoplasm, only 0.03% developed sarcomas of bone,

while a rate of 0.1% was found among those patients

who survived five years postradiotherapy. 5 Breast car-

cinoma is the most common primary epithelial tumor
followed by RIS; however, given the large number of

patients irradiated for breast carcinoma, this compli-

cation is not common.
Of all RIS, osteogenic sarcoma is the most com-

mon, followed by fibrosarcoma. Chondroblastic sar-

comas are a much rarer form of RIS. The etiologic

variables involved with development of postradiation

chondroblastic sarcoma are unknown, although it has

been demonstrated that the majority of all cases of

RIS occur in bone that was normal before initiation

of radiotherapy. 5
It has further been shown that the

latent period for the chondrosarcomas of bone cor-

relates well with sarcomas of the other two major
histologic types. 5

The amount of radiation exposure needed to pro-

duce RIS of bone is highly disputed. Cahan, et al6

reported development of chondrosarcoma of the hip

following 1500R for benign osseous lesions. Other
investigators reported RIS following doses as little as

500R. 5 According to the majority of investigators,

however, it appears that RIS of any type is less likely

to occur following radiotherapy with 3000R or less. 5

All postradiation sarcomas must meet the follow-

ing Cahan, et al criteria to be labelled as RIS.

1.

Microscopic or x-ray evidence of non-malig-

nancy before radiotherapy.

2. Radiation therapy administered to the patient

with resulting tumor developing in the path

of the beam.

3. Relatively long asymptomatic period follow-

ing radiotherapy (Cahan, et al used five years

as their standard).

4. The resulting sarcoma must be histologically

proved. 6

(Note: The above criteria were modified by Arlen, et

al
7 in 1971, such that the latent period following ra-

diotherapy was shortened to three years before the

appearance of sarcoma.)

In addition to satisfying the recognized criteria

for RIS, diagnosis of radiation osteitis must be ruled

out as well. RIS is usually associated with a mass,

accompanied by pain and swelling in the absence of

infection, characterized via progressive changes on

serial x-rays, and most probably associated with poorly

organized calcification of soft tissue and bone. 8
It is

important to remember that radiation osteitis com-

plicated by infection may mimic malignant degener-

ation.

The case presented clearly satisfies the Cahan,

et al criteria for RIS, because no radiographic indi-

cation of bony involvement was seen until many years

following postoperative radiotherapy for carcinoma

of the breast. The resulting tumor developed in the

path of the beam, and this tumor was histologically

identified as chondroblastic sarcoma of bone. Some
investigators question the use of the term RIS, and

would rather designate these malignancies as postra-

diation sarcomas, because the cause and effect rela-

tionship is not absolutely proved.

The prognosis of patients with postradiation sar-

coma is poor. Metastases usually occur in the first 18

months following diagnosis with the majority ap-

pearing in the lung or, less frequently, in the brain. 3

The route of metastatic spread is most probably hem-
atogenous; however, the increased susceptibility of

previously irradiated tissue may have a primary role

in the pattern of metastatic spread. 3 -5 Moreover, it has

been shown that radiation, especially to the thorax,

may damage the vasculature of the underlying tissue. 5

The neo-vascularity that follows may be the etiologic

factor behind some of the bizarre metastatic patterns

reported recently in the literature.

Treatment of patients with postradiation sarcoma
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has so far been disappointing. While intensive chem-
otherapy, using primarily high-dose methotrexate

(HDMTX) with citrovorum rescue in combination with

other agents for primary osteosarcoma, has yielded

an 80% rate of survival of patients without disease, 8

most of the patients with postradiation osteogenic

sarcoma of bone treated with HDMTX and combined

chemotherapy die in less than a year, even though

both the postradiation osteogenic sarcoma and pri-

mary osteosarcoma demonstrate similar histologic

features and general characteristics. The primary

chondroblastic sarcomas of bone are generally treated

in the same way, using HDMTX and combined chem-

otherapy as the primary osteogenic sarcomas of bone,

although in some centers adjuvant chemotherapy is

not administered for tumors with low-grade mor-

phology. 910 Chemotherapeutic regimens have not been

tested adequately for postradiation sarcomas and are

only used in cases of recurrent or metastatic disease.

Surgical excision appears to be the treatment of choice

for both primary and postradiation sarcomas of bone,

if radical excision is practical. 311 Adjuvant chemo-

therapy has been particularly useful for primary sar-

comas of bone and disappointing for postradiation

sarcomas of bone.

CONCLUSION
The possibility of developing a postradiation sarcoma

is unlikely, but awareness of this complication should

alert the physician to use radiotherapy cautiously,

judiciously, and only when indicated. This is not to

say that radiation therapy is contraindicated; on the

contrary, it is a useful form of treatment when used

appropriately. Whenever patients receive radiother-

apy, however, they should never be considered free

of risk of developing postradiation sarcoma. Unfor-

tunately, prognosis for these malignancies is not cur-

rently favorable, and new combined methods of

chemotherapy and surgery are needed. a
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DIAGNOSTIC IMAGING SERVICES

RADIOLOGISTS AND DIRECTORS
DOCTORS SIMS, SOLL, VOTH AND ASSOCIATES
3625 HOUMA BOULEVARD 325 W. ESPLANADE AVENUE

METAIRIE. LOUISIANA 70006-9990 KENNER. LOUISIANA 70065-2541

(504)888-7921 (504)464-5711

40 JOURNAL VOL 139 DECEMBER 8 0

17





r-?



WERT
BOOKBINDING
Grantville. Pa

SEPT OCT 1989
? Quiiity Botina




